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can your diuretic 
“upgrade” your 
heart patients? 


k n OW fewer restrictions of activity are the benefit of prolonged use of 
re) Fa those diuretics effective over the entire range of cardiac failure. 
y U The organomercurials— parenteral and oral—improve the 


d ‘ U retic classification and prognosis of your decompensated patients. 
Diuretics of value only in milder grades of failure, or which 


must be given intermittently because of refractoriness or side 


effects, are incapable of “upg ading” the cardiac patient. 
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MODERATOR 
Dr. A. Izarp JosEy 
Columbia, South Carolina 


(Question): I would like to ask Dr. Merrill 
a little bit about potassium in renal disease. Is 
there any obligatory potassium excretion in 
chronic renal disease and in patients who have 
a lower nephron type of nephrosis, but not 
necessarily a true lower nephron disease? We 
have a patient right now who has the chronic 
disease and have had some difficulty in man- 
aging his potassium. 

Dr. Merrill: This sounds as if I had a man 
planted in the audience. We say two things 
about potassium wasting in renal disease. In 
chronic renal disease there are syndromes re- 
ported which are rather rare, to be sure, of 
really excessive potassium wasting, but the 
ones that have been reported do not have 
marked renal failure. They have some degree 
of renal insufficiency and a minimal amount of 
nitrogen retention, and these patients may 
lose as much as 300 to 350 meq. of potassium 
in a day and require tremendous supplements 
of it. In chronic renal disease also, the pa- 
tient’s appetite is poor if he is nauseated, and 
he has a large urine volume, particularly where 
he is getting a large amount of sodium; he may 
lose potassium in excess of intake, but he is 
not a true potassium waster in the sense that 
these special categories imply. He may be 
simply in negative balance to perhaps 10, 20, 


*Recorded at the Meeting of the South Carolina Heart 
Association, Charleston, South Carolina, April 12, 
1955. 


sometimes 35 meq. of potassium a day, so that 
it is not a major problem in the sense that 
sodium wasting is not a major problem in 
renal disease. However, as in any situation in 
which continued urinary losses are going on, 
and all intake is poor, it may become a prob- 
lem. I think that we should sharply differ- 
entiate between the true potassium waster, 
who is a rather rare bird, and the patient who 
has a good urine volume, is putting out a 
moderate amount of potassium, and has a very 
poor intake. The situation in the diuretic phase 
of acute renal failure is an interesting one, be- 
cause again potassium wasting has been said 
to be common along with sodium wasting. We 
have studied this very carefully and reviewed 
our series along with Dr. Schwartz, who is 
interested in this problem, and it becomes 
quite apparent to all of us that the potassium 
depletion in the diuretic phase of acute renal 
failure is due not always to a negative balance 
of potassium, but is due to uncovering of a 
previous deficit that has been masked by the 
acute renal failure. 

I can illustrate that by telling you about a 
case of ours. A patient had chronic cholecysti- 
tis with prolonged tubal drainage before his 
operation because of some degree of perfora- 
tion and peritonitis. He was finally operated 
on and became oliguric. During his oliguric 
phase, as frequently occurs, his serum potas- 
sium rose to 8, but when we measured his total 
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body potassium, he had a total body deficit of 
40% of total body potassium even when his 
serum level was elevated. During the diuretic 
phase, when he recovered from his oliguria 
with amelioration of the abnormal chemistries 
which go along with a shift of potassium across 
the cell membrane, he became potassium de- 
pleted. Actually, what had happened was that 
the serum level had come down. It had simply 
unmasked a previous potassium depletion and 
in the series of cases that we have gone over 
that has almost invariably been the situation. 
These people do develop severe hypokalemia 
occasionally during the diuretic phase, but it 
is rarely a result of marked potassium losses 
during the diuretic phase, because they are 
able to conserve potassium frequently as well 
as they can conserve sodium. 

(Question): I would like to ask Dr. Dry 
about those cases of interventricular septal de- 
fect in which there is a marked pulmonary re- 
sistance associated with considerable thrombi 
and which are considered not to be candidates 
for surgery; whether they were treated on 
long-term anti-coagulant therapy, and whether 
later on they became candidates for surgery. 

Dr. Dry: I would like to add a word on that. 
I was thinking of a patent ductus that did a 
similar thing, and a lot of pulmonary emboli 
followed, in which we tried carrying the pa- 
tient on anti-coagulant therapy for a while. It 
was an infected patent ductus and we had to 
abandon anti-coagulant therapy because of the 
difficulty of maintaining an optimal level of 
the prothrombin time. 

(Question): I would like to ask Dr. Levine 
whether in paroxysmal auricular tachycardia 
with block and auricular flutter the auricular 
rate is the same, but the electrocardiographic 
complex is quite different. I wondered what 
mechanism accounts for this difference in 
appearance. 

‘Dr. Levine: This is a very controversial sub- 
ject. The opinion that is current is originally 
that of Sheriff and more recently of Prinz- 
metal, that all these rhythms are from a re- 
petitively discharging focus somewhere in the 
auricle, and Prinzmetal says that the differ- 
ence between paroxysmal auricular tachy- 
cardia and flutter is in only the rate and the 
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site of discharge. The auricular flutter, accord- 
ing to him, arises low in the auricle and arises 
at a much faster rate than that of paroxysmal 
tachycardia. He talks about the classical paro- 
xysmal auricular tachycardia (PAT) which 
arises high in the auricle and discharges at a 
relatively slow rate. I don’t feel qualified to 
make a judgement about the merits of the 
circus rhythm versus the one-focus discharging 
theory, but the point I would make is that as 
far as the welfare of the patient is concerned, 
there is a very important differentiation to 
make between flutter and PAT with block, and 
I must concede that there are a number of cases 
in which it is very difficult to make the de- 
cision because some of the cases of PAT with 
block do get up in the high rated ranges. There 
are those who deny that it is valid to differ- 
entiate between flutter and PAT with block on 
the basis of a continuous motion of the base 
line. We have seen a number of cases in which 
we see what looks like flutter in one set of 
leads and then they look like PAT with block, 
and vice-versa. In any case where we see any- 
thing that looks like continuous undulation of 
the baseline resembling flutter, we call it flut- 
ter. Our experience in the management of 
those cases on that basis has been that in a pa- 
tient with PAT with block, where he has had 
too much digitalis, it usually pays off to re- 
strict or withhold digitalis, whereas in those 
cases in which our criteria would indicate that 
we actually have or probably have flutter, it 
pays off to digitalize them. The treatment for 
flutter is digitalis, the immediate treatment for 
flutter is adequate slowing of the ventricles. It 
is still a controversial subject, particularly with 
regard to the circus movement. 

(Question): If a patient develops cardiac 
difficulty such as PAT with block, do you feel 
that the difficulty is due to a subacute potas- 
sium loss or a long continued potassium loss? 

Dr. Levine: 1 think probably both. I think 
it is important to point out that when we say 
potassium depletion we don’t necessarily mean 
hypo-potassemia, but total body potassium 
loss. It is sometimes associated with a normal 
potassium level. You cannot always go by the 
serum potassium level in the detection of 
potassium depletion. Then, over and above 
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this long-standing mild degree of potassium 
depletion it may be considered that under 
certain circumstances, such as diuresis or an 
episode of diarrhea, the use of cortisone or 
what not will produce the large superimposed 
potassium depletion which may be the trigger 
finger of PAT with block. I do not mean to 
imply that all cases of PAT with block are 
necessarily the result of potassium depletion. 
There are probably many other chemical cir- 
cumstances. 

Dr. Merrill: May I make a couple of com- 
ments on that? I think that is a very pertinent 
question. In our experience with the use of the 
artificial kidney, you can get the signs and 
symptoms of digitalis intoxication if you start 
with the serum potassium of 8 and drop it 
rapidly to 6 so that it is not overall potassium 
depletion although that may be one factor. 
It’s the rate of change. I can’t emphasize that 
too strongly because a good many of the dis- 
crepancies that have arisen in correlating 
electrolytes and electrocardiographic changes 
have arisen, I believe, because of the rate at 
which those changes have been induced and I 
cannot think of a better example than the dis- 
crepancy between Dr. Lorimer’s and my find- 
ings, and Dr. Levine’s and Dr. Schwartz’s find- 
ings, which I believe is a reflection of the rate 
with which those changes occur. The second 
comment which I would like to make with re- 
gard to the effect of calcium and digitalis 
potentiating the effect of hypokalemia is one 
that I feel very strongly about, and which has 
not been generally recognized. Everybody 
talks about the synergistic effect of calcium 
and digitalis, but we forget that sodium is 
equally as strong, probably a stronger potas- 
sium antagonist than is calcium. If we take a 
patient who has had a severe diuresis, that pa- 
tient may also have a so-called low salt syn- 
drome. Under those circumstances our digital- 
ized patient with potassium depletion is apt to 
get for his low salt syndrome an infusion of 
3% or 5% sodium chloride, one of the most 
potent potassium antagonists we know. Under 
these circumstances he is equally and perhaps 
more apt to develop the acute potassium 
antagonism than he is with calcium, in our 
experience. We have been able to do this with 
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dogs. We've seen it in patients with potassium 
intoxication who have been treated with 
sodium, and I cannot document this, but I am 
quite sure that it may account for the sudden 
death which occurred under these circum- 
stances in patients with low salt syndrome who 
received hypertonic sodium and suddenly had 
ventricular fibrillation and died, or at least had 
cardiac arrest. I think that the administration 
of hypertonic sodium under these circum- 
stances is something we should be as leery 
about as the administration of calcium. I think 
that they do the same sort of thing. 

(Question): I would like to ask the differ- 
ence in results in diuresis with mercurials on 
one hand and the new diuretic Diamox on the 
other. 

Dr. Merrill: The difference is quite striking. 
The best evidence we have now (this has been 
questioned by two observers ) is that the action 
of mercurial diuretics is effected by the ionized 
mercury which hinders resorption of chloride 
and sodium. Of course, the increase in urine 
volume is an osmotic diuresis due to loss of 
sodium chloride. Diamox however we know 
specifically acts upon the exchange of hydro- 
gen irons for sodium and as such its effect is 
predominantly on sodium. In our experience in 
the vast majority of cases the effect of mer- 
curials is to increase the chloride-sodium ratio 
in the urine and the toxic or long continued 
effect is a hypochloremic alkalosis. The effect 
of Diamox is to increase the sodium-chloride 
ratio and the effect of long continued Diamox 
is a hyperchloremic acidosis. I think that the 
differentiation of those two facts is clear. 

Dr. Josey: 1 would like to ask Dr. Dry a 
question. In your review of the diagnostic pro- 
cedures for these cardiac defects, no mention 
was made of angiocardiography. Is anything 
being made of that procedure at the present 
time? 

Dr. Dry: Yes indeed. We use it relatively 
little compared to others, simply because our 
facilities have developed in another direction. 
In instances where you are in doubt about 
whether what looks like a cardiac silhouette is 
all heart or whether there is some adjacent 
tumor or whether there may be a pericardial 
effusion — we have had a few very interesting 
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cases recently. Patients in whom the heart had 
appeared for three or four years to be gradu- 
ally enlarged with no apparent cause, no 
hypertension, or valve defects, angiocardio- 
graphy demonstrated beautifully the fact that 
the total shadow was due not to heart, as the 
chambers of the heart were entirely normal, 
but extra size was due to an accumulation of 
fluid which was subsequently drained by 
thoracotomy. We use it in young infants with 
suspected coarctation when we can’t be so 
sure. I think that our physiologic team has an 
interest in catheterization and therefore when 
there is any choice we use it. However, there 
is a place for angiocardiography. 

Dr. Muller: At the recent symposium in De- 
troit, Doctors Lynn and Johnson showed some 
beautiful x-rays and as you know there has 
been work here at Rochester, Emory and other 
places on the use of the more rapid types of 
angiocardiographic apparatus. The Elema and 
Showander apparatus which was made in 
Sweden I believe will make exposures up to 
64 per second and demonstrate very beauti- 
fully many of the cardiovascular deformities 
which we cannot see with the technics that 
we have had. Such procedures as this and the 
screen intensifiers will add a great deal to the 
diagnosis in the future as soon as they are 
improved a bit more. 

(Question): I would like to ask Dr. Merrill 
about the behaviour of the calcium ion in 
chronic renal deficiency and how you would 
handle a patient with tetany associated with 
uremic acidosis. 

Dr. Merrill: 1 am delighted to answer that 
question for I have some very strong feelings 
about it. In the first place, in our experience, 
the so-called tetany of renal failure is seldom 
a function of calcium depletion. It is a neuro- 
logical defect on a metabolic basis much as are 
the neurological lesions in hepatic coma. The 
correlation between twitching, hyperactive re- 
flexes, convulsions and the positive Chvostek’s 
or Trousseau’s sign, which are our best indica- 
tions of truly hypocalcemic tetany is extremely 
poor in our experience. That does not mean 
that it is not a factor, but it means that there 
are many other factors which come into play 
too. Because of hypocalcemia in chronic renal 


failure it has been erroneously stated in the 
past, and I am afraid that our group at Har- 
vard is guilty of this, that since the patient in 
chronic renal failure cannot conserve so-called 
fixed base because he can make ammonia in 
titrable amounts, he puts out calcium. This has 
been suggested as the method of calcium de- 
pletion. This is just not true, for by the time 
you get to the point where you have enough 
renal failure to do that your filtration rate is 
cut down to the point where the amount of 
calcium used that way is extremely small. 
Actually, only about 10% of ingested calcium 
is excreted in urine. A much better explanation, 
I think, for it is the fact that with phosphate 
retention you get increased phosphate secre- 
tion into the gut which then binds calcium in 
the gut and that is the source of your hypo- 
calcemia and your calcium depletion. Dr. Al- 
bright believes that the acidosis in renal fail- 
ure may also have something to do with mobil- 
izing calcium from the bone. As for the treat- 
ment of it, it is our feeling that the administra- 
tion of the aluminum hydroxide gels by bind- 
ing phosphate as aluminum phosphate helps 
in the absorption of calcium because the 
aluminum hydroxide binds the phosphate and 
then you can't absorb the calcium. You can 
also give additional calcium by mouth, you 
can give it as, let us say, sodium citrate-citric 
acid mixtures, which not only helps to combat 
the acidosis, but also makes the calcium more 
suluble so it is more easily available. For the 
treatment of acute tetany, if you believe that 
calcium is at fault, there is really only one way 
to do it and that is by continuous infusion over 
a long period of time because the depression 
of ionized calcium is in dynamic equilibrium 
with the pH and the phosphate so that the in- 
jection of 10 ml. of calcium in one shot will 
simply throw the equilibrium out of kilter for 
a minute or so, maybe half an hour, and then 
you are back where you started. You have to 
give it continuously and if hypocalcemia is at 
fault, under these circumstances I think that 
this is a good way to do it, and it certainly has 
been in our acute renal failures. 

(Question): I would like to ask Dr. Merill 
a question. I don’t recall his mentioning high 
fat diet in acute renal failure. I would also like 
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to ask whether he thinks peritoneal lavage in 
the absence of the artificial kidney will have a 
place in the therapy of renal failure. 

Dr. Merrill: I also have strong feelings about 
the high fat diet. In chronic renal failure when 
the patient can tolerate it, I think it is a good 
thing, but everybody who treats acute renal 
failure with conservative measures stresses the 
fact that this is a self limited disease. If it is a 
self limited disease, ten days or two weeks, and 
the patient starts off with adequate body fat 
stores, I do not see any reason why they 
shouldn't be allowed to burn those stores, as 
we know they do to the tune of 3,600 and 
sometimes 4,000 fat calories. In our experience, 
the ingestion of these substances in patients 
with acute renal failure has been extremely 
poorly tolerated. They get diarrhea and they 
vomit. The other thing, of course, is that if this 
occurs in the setting of acute stress, as it al- 
most invariably does, the protein-sparing effect 
of almost any sort of calory is not very good 
the first four or five days. The adrenal- 
catalyzed stress response, if it can be in- 
fluenced by calories, responds best to carbo- 
hydrates and least well to fats. We do not feel 
that fat calories in acute renal failure, particu- 
larly by the oral route, have a real place. If we 
could ever get an intravenous mixture that 
would not cause pyrogen reactions, that would 
be much more rational, but we have aban- 
doned the use of oral fat in acute renal failure. 
In chronic renal failure where the body fat 
stores are depleted, where the carbohydrate 
and nitrogen stores may be depleted, I think 
it has a real place if your patient can tolerate it. 

Now about the second question concerning 
peritoneal irrigation. We have had a good bit 
of experience with short-term continuous peri- 
toneal irrigation which was developed by the 
French and which | think is an excellent way 
to treat electrolyte dis-equilibrium, particular- 
ly potassium intoxication in acute renal fail- 
ure. What we do is with an ordinary para- 
centesis set, put through a trocar in the pa- 
tient’s left side with a polyvinyl catheter, dis- 
tend the abdomen with about 2 liters of fluid 
and then put one in the right side where you 
will have less chance of perforating the rela- 
tively mobile cecum. Then we run fluid in one 


side and out the other for about six hours and 
then stop and pull out the tubes. We don’t get 
infection that way, which is the big problem 
with the sump drain method. It is an extremely 
effective method of removing potassium or re- 
moving water too, for that matter, which we 
can do but poorly with the artificial kidney. I 
think that this is an extremely good, safe and 
simple method for the treatment of electrolyte 
difficulties in acute renal failure where you can 
put a trocar into the abdomen. 

(Question): I wonder if Dr. Dry would say 
something about the treatment of intractable 
angina in young people? 

Dr. Dry: 1 don’t know how to begin to an- 
swer a question like that. I like to answer it 
when I have time to review the anatomy of the 
coronary artery system and especially its life 
history with special reference to the ability of 
the coronary circulation to develop collateral 
circulation. In other words, nature is a pretty 
good doctor many times. When it fails, the 
question arises, (and this is really a question 
isn't it?) what can you do to improve on na- 
ture? Can we do something surgically to im- 
prove the coronary circulation? Our interest 
has been great, but our experience limited be- 
cause so frequently a case shows up where 
medical measures for a long period of time 
have been unsuccessful in relieving symptoms. 
We make sure the patient does not have early 
heart failure because that’s one of the causes 
of angina becoming more severe, coming on 
with less provocation and lasting longer. Then 
we think that it is time to do something more 
drastic. The patient goes home to think it over 
for a few months and comes back and says 
‘well, gee, I’m getting along well’. Nature has 
been a little slow coming into the picture, but 
sometimes you will be very surprised how your 
patient will improve. The procedures most 
talked about today are the Thompson pro- 
cedure in producing artificial pericarditis and 
the Vineberg procedure of implanting the 
coronary artery right into the septum of the 
left ventricle. I must say, however, that my in- 
formation is no greater than yours because | 
have had no personal experience with it. I am 
sure that Dr. Muller might have something to 
say about that. 
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Dr. Muller: Our interest has been great, but 
we too have had very little experience along 
that line, chiefly because we haven’t known 
what to do. As you know, Dr. Beck was very 
enthusiastic about the aortic coronary sinus 
procedure until fairly recently. I think he has 
reverted to doing what he did previously, that 
is, implanting asbestos powder in the peri- 
cardial sac, which is, of course, the same as 
Dr. Thompson’s procedure. The difficulty, or 
at least the reluctance, of surgeons to accept 
any of these procedures has been due to the 
fact that we haven't been able to really demon- 
strate just how well we are perfusing the myo- 
cardium with this increased blood supply or 
supposedly increased blood supply. I believe 
that I would prefer to do the simplest pro- 
cedure, which of course is introducing some 
irritating substance such as tale or asbestos 
into the pericardium. 

Dr. Levine: 1 should like to add a few re- 
marks. Some of these patients who have this 
type of prolonged angina decubitus started 
out with an angina that becomes more and 
more persistent and a little later on they notice 
it only on lying down. Some of these people 
are immediately relieved by sitting up. Some- 
times you can help those people by having the 
head of their bed elevated. Some of them will 
go to sleep alright, but will wake up at 2 or 3 
in the morning with an attack of angina, very 
much as the people who have paroxysmal 
nocturnal dyspnea do and it seems reasonable 
that there may be a similar mechanism. In 
paroxysmal nocturnal angina some of those 
people are helped by getting the head of their 
bed up on blocks. The reason why that occur- 
red is not clear. Sometimes it may be due to 
inadequate output of the heart occurring early 
in the morning, but there are those who feel 
that it may be due to incipient congestive heart 
failure and that digitalization of such people 
will help. In some situations like that I have 
been tempted to do a phlebotomy with the pa- 
tient remaining reclining or to put tourniquets 
on their extremities to see if that will relieve 
their pain, but the patients are usually wiser 
than I am and they sit up and get their relief 
just sitting up. 

Another course to take, of course, is to put 
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them on constant anti-coagulant therapy, if 
you don’t have evidence of acute myocardial 
infarction, and we’ve done that in a number of 
cases of status anginosus. Sometimes simply 
putting them to bed for a couple or three 
weeks, or by giving them so-called arm-chair 
treatment as if they were having a coronary 
will very often be sufficient to allow an ade- 
quate collateral circulation to be established 
and they will then have a lot less pain. Often 
people who have had paralyzing pain over a 
long period of time will have an acute myo- 
cardial infarction, during which they have 
much less pain than they ever had during the 
status anginosus and afterward they have 
much less anginal pain. This is hardly a recom- 
mended course of treatment, but it is some- 
times done for us. 

There is the possibility of using radioactive 
iodine — we used to do total thyroidectomies 
in some of these patients. I think there is a 
great advantage in accomplishing the same 
end without surgery, but I don’t know whether 
you will have any more grateful patient after 
you have made him myxedematous or making 
him very hypothyroid than in the days when 
total thyroidectomies were done. The patient 
usually forgets all the gravity of the intensity 
and persistence of the pain that he had and 
now complains of the cold and often has a lot 
of other complaints. Here is one other thought 
regarding the operative methods, the one that 
is being advocated by Dr. Harken, namely 
phenolization of the pericardium. He pours 
carbolic acid into the epicardium and _ pro- 
duces a violent pericarditis with the develop- 
ment of what he considered a breaking-down 
of the so-called pericardial barrier. In his con- 
ception there is a barrier to the ingrowth of 
blood vessels to the myocardium and he thinks 
that this procedure will have the effect of 
allowing blood vessels to grow in. He tells me 
that by this procedure with the technics of 
Doctors Silverman and Schlesinger at Beth 
Israel Hospital in Boston it has been demon- 
strated that ingrowth of blood vessels occur- 
red, that is in the coronary circulation, but I 
think that the amount of experience with this 
is too limited to make any judgement at pres- 
ent. 
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A CONSIDERATION OF INFERTILITY 
IN THE MALE 


P. L. Bates, M. D.* 
Greenwood, S. C. 


t has been said that those who cannot re- 
I memer the past are condemmed to repeat 

it. Let us recall the past briefly. 

The belief that the wife is the only cause of 
a barren marriage has been attributed to think- 
ing among primitive people. By this definition 
there were millions of primitive people up 
until about 1900. 

Consider the plight of Dr. Marion Sims 
when he addressed the Medical Society of 
New York in 1868. His subject was “The Micro- 
scope as an Aid in the Diagnosis and Treat- 
ment of Sterility” in which he recommended 
determining the presence or the absence of 
semen in the vagina. Criticism was so heavy 
that he complained about being slandered by 
his colleagues. The Medical Times and Gaz- 
ette wrote of his speech “This dabbling in the 
woman’s womb with the speculum and the 
syringe is incompatible with decency and self- 
respect.” 

As usual the ancient Greeks, Chinese, and 
Germans were much more intuitive and ac- 
cepted the husband’s deficiencies. In barren 
marriages the Greeks allowed the use of a 
substitute spouse with the object of producing 
offspring. I have no figures on the abuse of this 
law. 

During the last fifty years significant strides 
have been made even in this narrow field of 
interest. 


Definition: 

A definition of male infertility is still open 
to interpretation. One authority uses a 
standard of 20,000,000 spermatozoa per ml. as 
the dividing line. The American Society for the 
Study of Sterility summarizes an arbitrary 
standard for normal semen as follows: (1) 
minimal count 60,000,000 per ml. (2) 60% 
active (3) less than 25% abnormal forms (4) 
average volume 2-5 ml. E. J. Farris' uses a 


*Urologist, Self Memorial Hospital, Greenwood, S. C. 
Paper presented at Staff Conference. 
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different counting system in which semen 
specimens are grouped as highly fertile, 
relatively fertile and sub-fertile. The border 
line of infertility by the Farris system is 80,- 
000,000 active normal spermatozoa per speci- 
men. There are many well controlled tests to 
substantiate this classification and it is the 
method used by the author. 


Incidence: 

Statistics show that one of ten marriages is 
barren and that the causes are about equally 
divided between the husband and wife. As 
pointed out previously infertility does not al- 
ways mean the same to every investigator. 
There was diminished fertility in 25% of the 
semen specimens examined from 200 fertile 
husbands by one investigation. 

Most sub-fertile husbands assume that their 
relative infertility implies lowered virility. It 
is important to stress to these patients that the 
two functions of the testes are separate. 


Histology and Physiology of Spermatogenesis: 

It would seem pertinent to discuss some of 
the histology and physiology of spermato- 
genesis in order to evaluate the rationale of 
several different therapeutic agents. 

Impulses from the hypothalamus stimulate 
the pituitary to produce a follicle stimulating 
hormone which is essential for the maturity of 
primitive germ cells or spermatogonia. The 
latter are located at the basement membrane 
which forms the periphery of a seminiferous 
tubule. After several mitotic stages spermatids 
are seen at the center of a seminiferous tubule. 
Further development and storage occurs as 
spermatids are moved into the rete testis and 
then into the epididymis where they become 
capable of motility. About three weeks are re- 
quired for the development of a mature sper- 
matozoon. Another ten days elapse before de- 
pression in spermatogenesis is noted. This 4-6 
week interval between the termination of a 
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toxic effect or the beginning of use of a thera- 
peutic agent and a change in the sperm count 
is important to remember. 

The bulk of seminal fluid is provided by the 
seminal vesicles and the prostate, but only if 
adequate androgenic stimulation is available. 
Spermatozoa metabolize fructose for energy 
and fructose is furnished by the seminal vesi- 
cles. There is a close correlation between 
fructose secretion and androgen output. A 
seminal fructose test is an easy method of cor- 
roborating pituitary or gonadal deficiency with 
respect to androgen secretion. The large 
majority of oligospermic and azoospermic pa- 
tients do not have androgenic deficiencies. 

After the semen is deposited into the vagina, 
there is an acidity problem, since semen rarely 
ever varies from a pH of 7.5 even in the pres- 
ence of chronic urethritis or prostatitis. The 
vaginal secretions are normally at a pH of 4.5. 
It is possible that this difference in the pH is 
one of the factors favoring migration of the 
sperm into the cervical canal where the pH is 
7.5. Sperm migration through the cervical 
canal is favored by secretions which are thin 
and rich in carbohydrate. Many gynecologists 
are able to predict the onset of the ovulatory 
phase by the thin lacy pattern which cervical 
mucous acquires at this time only. Progression 
of the sperm is thought to be favored by con- 
tractions of the uterus. 

The union of the sperm and ovum is believed 
to take place normally in the fallopian tubes 
near the junction of the distal and middle 
thirds. Studies of spermatozoa with the elec- 
tron microscope have suggested that there is 
a cup-like area on the heads which may be a 
significant point of contact. 

The time required for spermatozoa to travel 
from the cervical os to the fimbriated ends of 
the fallopian tubes has been recorded, using 
a profusion technique following hysterectomy. 
The average time is 65 minutes. This distance 
traveled by a sperm if compared to its size is 
250,000 to 1. For a 6 foot man to travel a com- 
parable distance he would have to run 284 
miles in one hour. Perhaps the economists who 
ponder the problem of why so many sperm are 
required when only one is essential for fertil- 
ization will admit that only a few of the 250 


414 


million sperm are up to such a race. It has 
been shown in experimental animals that only 
one of every 100,000 sperm ever reaches the 
distal portions of the fallopian tube. 

When hyaluronidase was discovered in high 
concentration in the sperm head it was postu- 
lated that its presence might aid in denuding 
the egg of its follicular cells and the foot-ball 
team concept for the presence of additional 
sperm was conceived. Since then spermatozoa 
have been observed to fertilize the ovum with 
intact follicular cells. Viability of sperm in the 
upper genital tract has been observed as long 
as five days but this does not necessarily imply 
a fertilizing capacity for that length of time. 


Etiology: 

The causes of absolute sterility are usually 
not difficult to determine. Only 5% of sub- 
fertile cases fall in this category. The causes 
are: (1) failure of descent of both testes (2) 
germinal cell aplasia (3) atrophy due to 
orchitis, x-rays, and trauma (4) congenital 
absence of the epididymis or vas (5) bilateral 
occlusion of the vas, usually post-inflammatory. 

For the vast majority of cases which fall into 
the low fertility range the etiology is difficult 
to determine and is perhaps a combination of 
factors. 

Occupation has little known direct relation- 
ship. There have been isolated cases of welders 
who after changing their jobs had a rise in the 
sperm count to normal. Some authorities em- 
phasize a relationship of sudden changes in 
temperature as in taking a steam bath and the 
wearing of jockey-type shorts. There is no 
statistical evidence to support these opinions. 

Tyler? compared the constitutional factors 
of 188 subfertile men with 163 fertile husbands. 
Obesity, diet, malnutrition, excessive tobacco, 
and excessive alcohol were as frequent in one 
group as the other. Fatigue, however, was 
found to be twice as common in the subfertile 
category. Nesbit has commented upon the 
relatively infertile semen of married students 
which has risen to normal levels during sum- 
mer vacations without the benefit of any speci- 
fied treatment. 

There are four well established conditions 
which will render a person subfertile. Each of 
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these is reversible and they are: (1) severe 
malnutrition (2) hypothyroidism (3) febrile 
illnesses and (4) repeated ejaculations. Farris 
and others have emphasized how a highly 
fertile person falls into a subfertile range after 
the third ejaculation within three days. A feb- 
rile illness occurring two to three months be- 
fore can be responsible for a low count. There 
are fewer cases of hypothyroidism than we 
would like to admit. In Tyler’s group of 246 
subfertile men only 9% were actually hypo- 
thyroid. There is no statistical correlation be- 
tween oligospermia and subclinical vitamin 
deficiency disease. 

An association has been reported between 
persons having impairment of dark adaptation 
and subfertility. It was postulated in the group 
studied that deficiency of the pituitary or the 
hypothalamus was responsible for both con- 
ditions. The eosinophile count did not fall 
normally after adrenalin was given, while 
there was a normal response following ACTH 
administration. 


Histopathology: 

The histopathology of subfertile males is 
becoming well classified by testicular biopsy. 
Dr. W. O. Nelson? was recognized by an 
award last year from the American Urological 
Association for his work in this field. Testicular 
biopsy serves to screen patients who cannot 
expect to be helped by therapy. It saves them 
time, money, and unnecessary disappointment. 
A patient is never told that he is hopelessly 
sterile even if presumed so since our current 
knowledge is limited and a future pregnancy 
might bring up unnecessary doubts of fidelity. 

With azoospermic semen there are four dis- 
crete testicular patterns histologically. From 
196 cases Nelson found: (1) normal spermato- 
genesis 25% (2) complete peritubular fibrosis 
18% (3) germinal cell aplasia 35% (4) com- 
plete germinal cell arrest 22%. In the cases 
showing complete peritubular fibrosis nearly 
all tubules are obliterated. The lumen of the 
tubules contain unusual amounts of collagen 
and fibroblasts. Leydig cells are variable. The 
prognosis is poor. In the cases showing germ- 
inal cell aplasia there is no peritubular fibrosis. 
Spermatogonia are absent. Sertoli cells are 


numerous. Leydig cells are normal. Prognosis 
is again poor. The histological pattern of 
germinal cell arrest is one of spermatogenesis 
failing to proceed beyond one of the immature 
phases. Leydig cells are normal. These findings 
seem to be reversible in some cases. 

In 426 cases of oligospermic semen (less 
than 50 million sperms per ml.) multiple and 
overlaping defects were seen-normal spermato- 
genesis in 5‘~, regional fibrosis in 15%, germ- 
inal cell hypoplasia in 13%, and sloughing and 
disorganization of the germinal epithelium in 
46%. 


Evaluation of a Sperm Count: 

Before any therapy is instituted for the sub- 
fertile patient it is well to evaluate the sperm 
count carefully. In fact, one semen analysis 
leaves the clinician uncertain as to the poten- 
tial range of a given patient. Three counts 
prior to treatment leave much less guess work 
when a specific drug is evaluated later. 

When the patient returns to discuss the re- 
sults of the semen analysis it is necessary to 
inquire if directions were followed: (1) was 
there a 4 day period of continence (2) was 
there sufficient rest and minimal emotional 
strain and (3) was the entire specimen col- 
lected. The method of collection should be 
masturbation. Since 3/4 of the total sperm 
colony is in the first 1/3 of the specimen, the 
method of interrupted intercourse is always 
questionable. 

Spokesmen for the Catholic Church have 
written about the moral aspects of the col- 
lection of semen. Masturbation is considered 
an immoral and illicit method. Any one of 
eight other methods is recommended. The im- 
morality is considered a “scandal” and conduct 
which might be the occasion of spiritual harm. 


Treatment: 

What shall we recommend to the highly fer- 
tile patient whose wife has also been found to 
be normal? Avoid intercourse early in the 
cycle. If the wife’s temperature chart is not 
helpful as to the date of ovulation suggest the 
1lth day of the cycle on one month, the 12th 
day the next month, the 13th day the next. 208 
tests on 46 women done by Farris showed that 
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54% ovulated between the 11th and 13th day. 
Ovulation varied from the 6th to the 20th day 
inclusive. Caution against the use of douches 
for 8 hours after intercourse is in order. 

In the relatively fertile patient whose mar- 
riage is barren, stress the constitutional factors 
which might improve the count. Emphasize 
the rapid fall to subfertile levels which re- 
peated intercourse produces. Make greater 
efforts to predict ovulation. If the volume of 
the semen is high, consider the use of a split 
ejaculate since it has been found that preg- 
nancy in rabbits is 10 times as frequent when 
0.1 ml. of concentrated semen is used as com- 
pared with 0.5 ml. or 1 ml. All specimens had 
the same total sperm count. 

Oligospermic patients deserve diagnostic 
studies which can be done while the second 
and third pre-treatment semen specimens are 
being collected. A basal metabolism test and 
blood count are indicated. If the BMR is low, 
tests for protein bound iodine and cholesterol 
are necessary to diagnose hypothyroidism. The 
eosinophile response to epinephrine, if poor, 
may be helpful in proposing endocrine treat- 
ment such as anterior pituitary-like substance. 
While current opinion is unfavorable towards 
the use of pituitary extracts it might be the re- 
sult of poor selection of patients. Once lab- 
oratory studies are completed and are found 
to be normal, non-endocrine therapy might be 
tried remembering that response, if any, will 
lag 4 to 6 weeks. The non-endocrine program 
could consist of attention to the previously 
described constitutional factors plus vitamins 
(A, B complex, C, E) and thyroid substance 
for one month. Two months after the start of 
these medications a semen analysis is in order. 
If no response is noted, testosterone propionate 
(50 mg. 3 times weekly) until the patient ap- 


proaches an azoospermia is currently ad- 
vocated. This may require 1 to 6 months of 


treatment. Rebound usually begins in 2 
months, but may take 6 months. 

For the patient with a very low sperm count 
or with azoospermia testicular biopsy seems 
essential before any treatment is offered. 


Summary: 

The varied etiological factors in oligo- 
spermia and the different interpretations of 
subfertility make it difficult to be certain of a 
cause and effect relationship for any given 
treatment. 

Relative infertility does not imply lowered 
virility. At present it is estimated that only one 
out of three patients can be helped by all 
known combinations of treatment. 

Therapy is usually prolonged over a 12 to 
18 month period. There is a lag of 4 to 6 weeks 
between the beginning of therapy and a 
change in the sperm count. 

More than one semen specimen should be 
examined and carefully evaluated prior to 
treatment. Three-fourths of the sperm present 
in a given semen specimen are contained in 
the first 1 3 of the ejaculate. 

Bilateral testicular biopsy should be utilized 
in all cases of azoospermia and in most cases 
of severe oligospermia. 

The primary objective—pregnancy—should 
not be forgotten when semen is normal or 
when it has returned to normal. 
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CURRENT THERAPY OF 
HYPERTENSION 


J. P. Coan®, James C. MCALpINE®®, AND J. A. 
Charleston, S. C. 


his study represents our experiences with 
T the various anti-tensive drugs in treat- 
ment of hypertension for the past 18 
months at the Heart Clinic of the Medical Col- 
lege of South Carolina. During this period of 
time we have followed 88 patients at regular 
intervals for periods ranging from 6 to 18 
months. No attempt was made to pick any 
particular type of patient. This group was 
composed of indigent patients referred to the 
Heart Clinic primarily from the general medi- 
cal clinic of the Medical College. Treatment 
was instituted largely on an ambulatory basis; 
however, a few patients were started on ther- 
apy in the hospital and were referred to us for 
further follow-up. 

Our only criterion for admission of a patient 
to this study was that the diastolic pressure ex- 
ceeded 100 mm. Hg. on more than two con- 
secutive visits. All pressures were taken with 
the patient in a sitting position. The age range 
of patients was between 25 years and 68 years, 
the average age being about 45 years. The 
ratio of females to males was approximately 
2:1. 

On the initial visit each patient received a 
routine history and physical examination, chest 
roentgenogram, complete blood count, urin- 
alysis, blood urea nitrogen determination and 
an electrocardiogram. Over 90 percent had 
evidence of either left ventricular hypertrophy 
by electrocardiogram or cardiomegaly by 
roentgenogram and 26 percent of the patients 
had been in cardiac decompensation. Fourteen 
percent had some degree of urea retention and 
evidence of chronic renal disease. 

The majority of patients showed grade I to 
II hypertensive changes in the retinal vessels 
by the Keith-Wagner scale and 15 percent had 
grade III hypertensive changes. 


*-°°Teaching Fellows in Cardiology, Medical College 
of South Carolina. Sponsored by the National 
Institutes of Health. 

°°° Professor of Medicine, Medical College of South 
Carolina. 


We classified our patients into three major 
groups: mild, moderate and severe. Those pa- 
tients with a diastolic pressure between 100- 
115 mm. of mercury were classified as mild; 
between 115-130 as moderate; and above 130 
as severe. By this classification 30 of our pa- 
tients were considered mild, 34 moderate and 
24 severe hypertensives. 

The following drugs used in this study were: 
Provell Maleate (Protoveratrines A & B, sup- 
plied by Eli Lilly and Company); Unitensin 
an alkaloid fraction of Veratrum Viride, 
Cryptenamine, supplied by Irwin, Neisler and 
Company ); Serpasil (Reserpine, supplied by 
Ciba, Inc.) and Apresoline (1-hydrazino- 
phthalazine, supplied by Ciba, Inc. ) 

Veratrum Derivatives 
( Provell Maleate and Unitensin ) 

These drugs produce their hypotensive 
effects by action on the parasympathetic ner- 
vous system in a manner not clearly under- 
stood. The effects are probably reflex in type 
with mediation through the vagus nerve.' The 
drugs also act upon the vomiting center, which 
produces the main undesirable side effect. 

Twelve patients with mild hypertension 
were treated with the veratrum derivatives and 
of these 5 showed a satisfactory response. Six 
of the 12 patients developed severe side effects 
to the degree that it was necessary to dis- 
continue further therapy with these drugs. 

Eight patients with a moderate degree of 
hypertension were treated with these drugs 
and only 3 showed satisfactory responses. The 
drug was discontinued on 1 of the patients 
because of the severe side effects. 

In 4 patients with severe hypertension, none 
showed a satisfactory response and 3 of the 4 
patients exhibited severe side effects requiring 
discontinuance of the drug. 

On the whole, the response to these drugs 
was unsatisfactory and the high percentage of 
severe side reactions tend to decrease the use- 
fulness of these drugs even further. The main 
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side effects noted were severe nausea and 
vomiting, and in two instances, episodes of 
mild shock and substernal pain were noted. 
The therapeutic level of these drugs so nearly 
approximates the toxic level that when the 
drug is pushed to a therapeutic response, toxic 
symptoms supervene. However, since this 
series has been completed we have used these 
drugs in conjunction with reserpine and find 
that the therapeutic response can be achieved 
in a large number of cases without the appear- 
ance of toxic effects. 
Rauwolfia Derivatives 
( Serpasil ) 

The drug used in this study was Serpasil 
(Ciba), which is the purified alkaloid reser- 
pine of Rauwolfia serpentina. There is no 
definite proof that any particular form of Rau- 
wolfia has an advantage in the treatment of 
hypertension over the other forms. The term 
“tranquilizer” has frequently been used to 
describe the action of these derivatives. While 
they do have certain sedative effects the 
primary action is on the mid-brain where they 
produce certain “adrenergic-blocking” effects.? 
These include production of nasal congestion, 
miosis and ptosis of eyelids in animals and may 
be responsible for the bradycardia which the 
drug produces in both man and animals. The 
drug also produces increased motility of the 
bowel which tends to increase the frequency 
of normal stools. In addition, the drug causes 
a gain in weight in most patients which is at- 
tributed to either an increase in appetite or a 
decrease in expenditure of “nervous energy”. 
There have also been reports that the drug 
causes nightmares or vivid dreams, and it may 
also produce mild depressive states or anxiety 
reactions. A significant percentage of the male 
patients may note a decrease in libido. 

In all of our patients treated with Serpasil, 
we began treatment with 1 mg. daily in 
divided doses, however, the same response may 
probably be obtained by giving the entire 
daily dose at one time. The maximum response 
was usually not noted until the patient had 
been on the drug from 4 to 6 weeks. In an 
occasional patient it was necessary to reduce 
the initial dosage because of complaints of ex- 
cessive drowsiness. After the initial response 


many of the patients could be carried on as 
little as 0.4 mg. daily and an occasional patient 
could be maintained on even less. 

Fourteen patients with mild hypertension 
were treated in our series and 10 had an ade- 
quate response. The average drop for the 
entire series was 23/13 mm. of mercury. Mild 
side effects such as nasal stuffiness and 
drowsiness were noted in 6 of the patients, 
however, in none of the patients was it neces- 
sary to discontinue the drug. 

Twelve patients with moderate hypertension 
were followed without serious side effects, an 
excellent response being obtained in 8 of these 
12 patients. The average response in this group 
was 27/22 mm. of mercury. 

Three of four patients with severe hyper- 
tension responded quite dramatically to Serpa- 
sil alone. However, a number of patients with 
severe hypertension were found not to respond 
to oral Serpasil after a two month period and 
these patients were treated with Serpasil and 
Apresoline in combination. 

Serpasil alone is in most instances adequate 
in the management of mild and moderate 
hypertensive patients, both from a therapeutic 
standpoint as well as from the freedom from 
major side reactions necessitating discontinu- 
ance of the drug. In no instance was there 
noted gastro-intestinal bleeding such as has 
been reported by several authors. On the con- 
trary several patients with active duodenal 
ulcers were treated with Serpasil with no ag- 
gravation of their ulcer symptoms. Most of the 
patients were subjectively improved and free 
of headaches and other manifestations of 
hypertensive disease. Weight gain in patients 
who had been decompensated seemed not to 
intensify the cardiac decompensation. 

Serpasil and Apresoline 

Apresoline (1-hydrozinophthalazine) prob- 
ably produces some of its hypotensive effect 
by direct action on the vessel, producing wide- 
spread vasodilation in the kidneys, extremities 
and splanchnic areas — with a compensatory 
rise in cardiac output. There is also some 
sympathetic stimulation as exhibited by the 
increase in cardiac output and the tachycardia 
which the patient develops. But there is ex- 
tensive evidence also that the major portion of 
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TABLE I 


Average 


No. Drug Response No Side Effects Per Cent 
Patients Used (Blood Excellent Good Fair Response Response 
Pressure) Severe Mild 
Mild 14 Serpasil 23/13 6 1 3 0 6 10% 
(Total patients—30) 3 Unitensin 10/7 2 0 33% 
9 Provelle 8/8 2 2 0 5 4 2 44% 
Serpasil 
4 and 24/13 2 0 1 1 0 2 50% 
Apresoline 
Moderate—34 12 Serpasil 27/22 0 0 4 0 4 67% 
2 Unitensin 5/10 1 0 1 0 1 50% 
6 Provelle 18/9 0 1 3 1 2 33% 
Serpasil 
14 and 42/23 8 3 1 2 1 4 80% 
Apresoline 
Severe—24 4 Serpasil 60/28 2 1 1 0 1 1 15% 
Unitensin 
Provelle 0/0 0 0 0 4 3 0 0 
Serpasil 
16 and 51/25 10 2 0 4 2 4 75% 
Apresoline 


its action is central. 

The side effects of Apresoline are probably 
secondary to this sympathetic stimulation and 
usually are manifest by palpitation, tachy- 
cardia and “pounding” headaches. In addition 
much more serious side effects have been re- 
ported by Schroeder and others.* In about 10 
per cent of the cases, a collagen type disease 
resembling lupus erythematosus has been ob- 
served in patients receiving Apresoline in large 
doses over a long period of time. Six of our pa- 
tients were chosen at random and _ blood 
studies on these patients were negative for 
“L.E.” cells. One patient in this series de- 
veloped arthralgia, fever and a pleural effu- 
sion, while on Apresoline, but repeated blood 
studies for “L.E.” cells were negative. Her 
symptoms abated with hospitalization and dis- 
continuation of the drug; this probably repre- 
sents our only case of collagen reaction in a 
patient on Apresoline. 

All patients on combined Serpasil and Apre- 
soline therapy were first given Serpasil for a 
period of 2 weeks to 2 months prior to begin- 
ning Apresoline therapy. We found that this 
regimen reduced the incidence of annoying 
side effects of headaches and tachycardia 
caused by Apresoline. After the initial priming 


with Serpasil, the patients were started on 25 
mg. of Apresoline 4 times a day and this dose 
was gradually increased at 2 weeks intervals 
until the desired effects were obtained, or a 
daily dose of 300 mg. of Apresoline was 
reached. We feel that by limiting the daily 
dose of Apresoline to this latter figure, the in- 
cidence of collagen reaction to the drug was 
materially reduced. 

The results with the combined Serpasil and 
Apresoline treatment were in general quite 
satisfactory, with 80 percent of the patients so 
treated responding. Only 3 of the 34 patients 
treated required discontinuance of therapy 
due to side effects. As will be noted from the 
results in figure I, the most dramatic responses 
were obtained in those patients with severe 
hypertension, the average response being 
51/25 mm. of mercury. 

The two drugs appear to act synergistically 
in reducing the mean arterial blood pressure 
and counterbalance the side effects produced 
by the drugs, the tranquilizing effect and 
bradycardia produced by the Serpasil antago- 
nizing the headache and tachycardia produced 
by the Apresoline. 

Intravenous Therapy 
In addition to the patients treated orally, we 
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have treated 25 patients with severe hyper- 
tension crises with parenterally administered 
drugs. The drugs used were intravenous Ser- 
pasil (supplied by Ciba) and Arfonad ( a 
brand of trimethaphan camphor-sulfonate sup- 
plied by Hoffman-LaRoche ). 

Arfonad acts primarily as a ganglion block- 
ing agent although there might also be a 
direct peripheral vasodilating effect. Since this 
drug is used for only short periods of time, 
serious toxic manifestations other than severe 
hypotensive effects have not been observed. 

Intravenous Serpasil was used in 14 patients 
with severe hypertension, manifest by hyper- 
tensive encephalopathy, severe pre-eclampsia, 
subarachnoid hemorrhages, or severe hyper- 
tensive headaches. The dosage used ranged 
between 2.5 and 5.0 mg. intravenously un- 
diluted and if no response had occurred in one 
hour the dose was repeated. Maximum effect 
was usually achieved within 30-60 minutes 
after injection with gradual rise in pressure 
over the next 8 hour period. These times are at 
some variance with other reports, which have 
indicated a beginning of response within 30-60 
minutes, a maximum at 3-4 hours, and a return 
to baseline pressures after 6-8 hours. Several 
patients were given 2.5 mg. daily over a 5-7 
day period until simultaneously administered 
oral Serpasil became effective. We were un- 
able after giving a single intravenous dose of 
Serpasil to maintain these patients on oral 
medication. In 10 of the 14 patients a satis- 
factory response was obtained and in only one 
was a severe hypotensive reaction noted. This 
hypotension responded quite readily to intra- 
venous drip of nor-epinephrine with re- 
sumption of self maintained blood pressure 
approximately 4 hours after the intravenous 
Serpasil. 

Arfonad was given by slow drip in a solu- 
tion of 500 mg. (10 ml. ampule) to 500 ml. of 
5% glucose in distilled water, starting with ap- 
proximately 10 drops per minute with regula- 
tion of the flow dependent on blood pressure 
response. The maximum effect can be obtained 
within 5 minutes or less. A nurse should be in 
constant attendance with these patients and 
blood pressures should be recorded initially 
every 2 to 3 minutes until the blood pressure 
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response desired is obtained and then recorded 
every 10 to 15 minutes while the instillation is 
in progress. 

In all 11 patients an immediate, dramatic re- 
sponse was obtained and in some patients nor- 
motensive levels have been maintained up to 
60 hours with a constant drip. In 3 patients, 
shock ensued, in which it was necessary to 
utilize intravenous nor-epinephrine; and in one 
of these, a severe pre-eclamptic, it was neces- 
sary to maintain continuous nor-epinephrine 
for 2 days. It could then be discontinued only 
after giving ACTH, indicating that the shock 
produced by the drug may result in adrenal 
insufficiency. 

Summary 

Eighty-eight ambulatory patients were 
treated over a period ranging from 6 to 18 
months with various anti-tensive drugs in- 
cluding Veratrum derivatives, Reserpine and I- 
Hydrazinophthalazine. The results with the 
Veratrum drugs were considered unsatisfacto: y 
because the therapeutic dosages so closely ap- 
proximated the toxic dosages; however, it is 
thought that combination of the Veratrum 
group with the Rauwolfia group may produce 
therapeutic results without toxic manifesta- 
tions. 

Serpasil alone is effective in about 70 per- 
cent of cases with mild or moderate hyper- 
tension and was free of virtually any serious 
side effects. Serpasil in combination with Apre- 
soline was most effective in treatment of more 
severe hypertension. The undesirable side 
effects of the two drugs tended to be neutral- 
ized by each other while the hypotensive 
effects of the drugs were enhanced. By limiting 
the total daily dose of Apresoline we were able 
to avoid the major toxic manifestations of the 
drugs. 

Patients who had previously been in cardiac 
decompensation responded quite readily to 
the drugs and usually compensation was main- 
tained more satisfactorily after control of their 
hypertension. 

Patients with chronic renal disease re- 
sponded well to therapy, particularly to the 
combination of Serpasil and Apresoline. 

Both Serpasil and Arfonad are effective 
intravenously for hypertensive emergencies. It 
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should be emphasized that these drugs should 
be used only on hospitalized patients with a 
nurse in attendance at least for 4 hours after 
intravenous Serpasil and constantly while the 
patient is receiving Arfonad. Patients with pre- 
eclampsia seem to be uniquely susceptible to 
these drugs and caution in administration is 
necessary. Severe hypotensive episodes follow- 
ing their use are readily controlled by intra- 
venous drips of nor-epinephrine. 

We feel that satisfactory anti-hypertensive 
drugs are available at present to treat most 
types of hypertension and by careful selection 


REHABILITATION OF THE 


and combinations of both the drugs and the 
dosages, an adequate response may be ob- 
tained and maintained in a large percentage of 
patients. 
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RHEUMATOID ARTHRITIC CRIPPLE 


Epwarp W. Lowman, M. D. 


ew problems in the field of rehabilitation 
F are as frustrating and difficult as the 

treatment of the chronic rheumatoid 
arthritic cripple. Paraplegia, quadriplegia, 
poliomyelitis, hemiplegia, and amputations 
are severe disabilities about which much has 
been learned and about which much can now 
be done in rehabilitation. The scope of these 
latter, however, does not approach that of the 
arthritic problem. Reliable surveys indicate 
that the incidence of rheumatic diseases in this 
country approaches seven million.’ More sig- 
nificantly, a recent survey revealed that 214 
million persons have had to change, curtail or 
stop work because of their rheumatic disease.? 
It is estimated that 147,000 persons become 
invalided annually from the disorder. When 
the fact that the peak incidence of rheumatoid 
spondylitis is in the third decade of age and 
that of rheumatoid arthritis in the fourth is 
coupled with the fact that these diseases carry 
a high morbidity but a low mortality the socio- 
economic significance assumes major pro- 
portions. 
From the Departments of Physical Medicine and Re- 
habilitation, New York University - Bellevue Medical 
Center and the Goldwater Memorial Hospital, New 
York City. 
This study has been supported by a grant from the 
National Institute of Arthritis and Metabolic Diseases, 
United States Public Health Service. Cortisone and 
hydrocortisone have been generously supplied by 


Merck & Co. Geigy Pharmaceuticals has generously 
supplied Butazolidin (phenylbutazone ). 


In the past, rehabilitation for the rheumatoid 
cripple has by and large been reserved for the 
patient with a “burned out” or static disease 
process, for it has been shown that results with 
this group can be successful. The attitude to- 
wards the patient with a persistently active 
disease process has been largely a pessimistic 
one. This latter attitude is the result of the 
facts that not only is rehabilitation treatment 
unable at times to keep pace with the pro- 
gression of the disease but also that the physi- 
cal exertion inherent in the treatment may at 
times accentuate the rate of progression. 

With the advent of cortisone and cortico- 
tropin in 1948 there resulted a clamor among 
chronically disabled rheumatoid arthritics for 
a combined steroid and rehabilitation treat- 
ment program; it was hoped that by convert- 
ing the active rheumatoid process into a static 
one with steroids that patients then would be 
able to participate in a vigorous physical pro- 
gram of rehabilitation without jeopardy to the 
equilibrium of the arthritic process. Some 
rheumatologists regarded such an approach 
negatively because of their fear of undesired 
hyper-adrenal effects which might stem from 
indefinite oxy-steroid administration. Even to- 
day, despite the stabilizing experience of the 
past seven years in the use of steroids, opinion 
among rheumatologists regarding the feasibil- 
ity of such a combined medication-rehabilita- 


THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 421 


| 
) 
) 
> 
> 
4 
| 
\ 
5 


tion program is still mixed. In view of the pro- 

portions of the problem, we have not felt that 

such a negative attitude was justified. Accord- 
ingly, five years ago a pilot study was initiated 
at Bellevue Hospital to test the feasibility of 

a combined medication and rehabilitation pro- 

gram for the chronic rheumatoid cripple. From 

this pilot study a formal research project then 
was begun in December 1951 under the 
auspices of the National Institute of Arthritis 
and Metabolic Diseases of the United States 

Public Health Service. 

Method of Study. To implement the study 
a unit of 25 beds on the rehabilitation service 
at the Goldwater Memorial Hospital was set 
aside and staffed with a rheumatologist, a 
physiatrist, a part-time psychiatrist, a psy- 
chologist and vocational counsellor, social 
workers, and occupational and physical thera- 
pists to carry on necessary treatments. 

In the first year of the study certain criteria 
were established to assure objective rigidity in 
the selection of patients. First of all, patients 
had to have an active and progressive rheuma- 
toid arthritis disease process requiring both 
medical and rehabilitation treatment. An age 
range of 21 to 55 years was arbitrarily estab- 
lished. There could be no obvious need for 
orthopedic surgery; this requirement was 
adopted not because of lack of appreciation of 
the value of orthopedic surgery for the arth- 
ritic cripple but because it was desirable not 
to interject a variable which would be difficult 
to assess in the statistical analysis of final re- 
sults. In establishing a criterion for “severely 
disabled” it was felt at the onset that the 
functional classification of the American 
Rheumatism Association provided too broad a 
range for error to be of statistical value. This 
method classes functional disability in only 
four broad groups.* In order to assess func- 
*Classification of Functional Impairment. 

Class I: Complete functional capacity with ability to 
carry on all usual duties without handicaps. 
Class II: Functional capacity adequate to conduct 
normal activities despite handicap of discomfort 

or limited mobility of one or more joints. 

Class III: Functional capacity adequate to perform 
only little or none of the duties of usual occupa- 
tion or of self-care. 

Class IV: Largely or wholly incapacitated with patient 
bedridden or confined to wheelchair, permitting 
little or no self-care. 


tional capacity more precisely a method of 
direct functional testing and scoring was bor- 
rowed from the Institute of Physical Medicine 
and Rehabilitation which will be referred to as 
A.D.L. (Activities of Daily Living). This is a 
list of more than 100 activities in which self- 
sufficiency is necessary for completely in- 
dependent living. These range from the 
simplest activities such as turning in bed, sit- 
ting on the side of the bed, simple personal 
hygiene activities, etc., to the most demanding 
activities such as travel by public transporta- 
tion. These activities of daily living (A.D.L.) 
were categorized into ten groups and to each 
group a score of 10 per cent was ascribed. 
Arbitrarily then it was decided that to be 
classified as “severely disabled” a patient had 
to score at least a 40 per cent deficiency in per- 
formance of these activities after establishment 
of maintenance antirheumatic medication. A 
total of 24 patients with chronic rheumatoid 
arthritis meeting the above criteria were ac- 
cepted for study the first year and are referred 
to as Group I. 

In the second year of the project a less 
severely disabled group of chronic rheumatoid 
arthritic patients were studied as a comparison 
group. Patients of this group had to have a 
chronic active rheumatoid disease process. 
They had to present no obvious need for cor- 
rective orthopedic surgery for the same reason 
as mentioned above. There was no age re- 
striction. The 40 per cent A.D.L. deficiency 
criterion was abandoned and patients of this 
group had only to be sufficiently disabled to 
be unable to carry on their occupations, i.e., a 
job in the case of the male or care of the 
household in the case of the female. This group 
of the second year, consisting of 26 patients 
will be referred to as Group II. 

After acceptance on the project patients 
were admitted to the hospital for a complete 
medical workup prior to initiation of any 
therapy. Since the objective for these chroni- 
cally disabled patients was return to a maximal 
functional status in society, the initial evalua- 
tion had to include ramifications into many 
problems diverse from the strictly medical 
one. After admission to the hospital patients 
were therefore examined and_ evaluated 
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not only from a medical standpoint butgy 


also from functional, socio-economic, psycho- 
logic and vocational aspects. With a disease 
having such far-reaching effects into every 
sphere of living, it was felt from the start that 
only through such total evaluation could a 
valid prognosis be established and that only 
with a teamwork attack on all facets of the 
problem could the intricacies be solved and 
the patient attain maximal rehabilitation bene- 
fits. Good medical and rheumatological evalua- 
tion was of primary importance for establish- 
ing the diagnosis and for estimating the in- 
tensity of the rheumatoid process and its prog- 
nosis for control with medical measures. It is 
of interest to note that of 285 patients referred 
to the study as “severely disabled rheumatoid 
arthritics,” 24 patients did not have rheumatoid 
arthritis and 14 others, although suffering from 
the disease, were concurrently afflicted with 
other disease processes of considerably graver 
prognosis to them. Next, it was necessary to 
have some indication of the extent of func- 
tional disability and a suggestion of potential 
for reversal of these disabilities through physi- 
cal treatment. Patients, therefore, were muscle 
tested to determine the extent and location o 
weaknesses. Ranges of motion of joints were 
measured to determine not only the total de- 
gree of impaired motion but also the arc in 
which this limitation existed. Further, since 
range of motion within joints and muscle 


ted in the arthritic by pain, patients were 
directly tested in performance of functional 
activities and scored in activities of daily living 
(A.D.L.) according to the method mentioned 
above. Finally, the social, psychological and 
vocational problems of the patient were as- 
sessed by the social worker and psychologist 
so that solution of such problems and 
establishment of socio-economic goals might 
be incorporated in the over-all treatment pro- 
gram. From all of this data, it was then pos- 
sible to set tentative goals towards which treat- 
ment could be begun. In order to differentiate 
improvement from anti-rheumatic medical 
treatment alone, patients were scored in per- 
formance of activities of daily living initially 
before medical treatment for the rheumatoid 


power about joints may be functionally nega- | 


Tue JOURNAL OF THE SoUTH CAROLINA MEDICAL ASSOCIATION 


arthritis was instituted. After establishment of 
maintenance levels of medication, patients 
were then rescored; this generally required 
about four weeks. Following this, rehabilita- 
tion programs occupying a full day were 
started consisting of physical therapy, occupa- 
tional therapy, remedial exercise, training in 
activities of daily living and supportive psycho- 
therapy as indicated for the individual patient. 
Patients were then retested and scored in ac- 
tivities of daily living at frequent intervals 
thereafter and this method of scoring by direct 
functional testing was used as a yardstick of 
improvement. 

Results: Of the 50 patients accepted for the 
study and admitted to the hospital for treat- 
ment, 6 patients of each group were dropped 
from the study for reasons indicated in Table 
1. It is of interest to note that 3 patients proved 


TABLE 1 
ARTHRITIC PATIENTS ACCEPTED 
GROUP II 
GROUP I (Less Severely 
(Severely Disabled) Disabled) 

otal number 24 26 

eparated 

Death 3 

Psychotic 1 2 

Pre-psychotic 1 

Hysteria 1 

Senility 1 

Voluntary 3 
Sub-total: 18 20 

ex: 

Male 8 7 

Female 10 13 

‘Average age: 46.2 years 40.2 years 

Average duration 
__ disease: 13.2 years 7.2 years 


to be frankly psychotic after definitive work- 
up and that one was pre-psychotic. Three pa- 
tients died after admission to the hospital. 
These deaths were unrelated to the physical 
or medical treatment procedures but followed 
identification of pathology which became ap- 
parent after definitive medical workup in the 
hospital: (myocarditis with cardiac failure; 
overwhelming septicemia; uremia, the result 
of old Ertron intoxication ). 

Among the patients in Group I (severely 
disabled ) the average age was 46.2 years while 
that among those in Group II (less severely 
disabled) was 40.2 years. It is of interest to 
note that the difference in longevity of the dis- 
ease process between Groups I and II roughly 
approximates the difference in age averages. 
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As might be expected with a group of 
chronic rheumatoid patients such as these, the 
majority, 25 of 38, required steroids for control 
of their arthritic process. An additional 8 were 
maintained on phenylbutazone, while only 5 
could be maintained on salicylates alone. 

The final results of treatment according to 
the American Rheumatism Association’s meth- 
od of classification are tabulated in Table 2. It 
is of interest to note that all 18 patients of 
Group I initially were classified as markedly 
or totally disabled (Classes 3 and 4) and that 
following treatment, 12 had shifted to com- 
plete self-sufficiency, either without or despite 
joint discomfort (Classes 1 and 2). Of the 20 
patients in Group II, 14 initially were Class 3 
and 4 patients and at discharge 12 of these had 
shifted into the _ self-sufficiency classes. 
(Classes 1 and 2). 

In Table 3 functional improvement is more 
precisely shown in terms of percentage scoring 
using the direct testing method. It can be seen 
that the severely disabled (Group I) patients 
scored an average of 60% deficiency before 
medication with only 7% improvement in 
function after establishment on maintenance 
anti-rheumatic medication. Following re- 
habilitation, however, there was an additional 
24% improvement in function with an average 
residual deficiency of 29%. Among the less 
severely disabled (Group II) there was a pre- 


medication deficiency of 30% and a _ post- 
medication deficiency of 13%. With rehabilita- 
tion there was an additional 9% improvement 
in function with an average residual deficiency 
of 4%. The small percentage of functional 
improvement on medication alone among the 
severely disabled patients as contrasted with 
the relatively greater improvement among the 
less severely disabled indicates that, in the 
latter, pain from the rheumatoid process was 
the greater disabling factor whereas, in the 
former, joint deformity and muscle weakness 
were the major factors. 

The final disposition of patients is indicated 
in Table 4. Of the 18 severely disabled patients 
(Group I), 7 were discharged totally self- 
sufficient and 7 partially self-sufficient. Four 
remained and will remain custodial care 
problems in the hospital. One patient was 
job-placed. Of the 20 less severely disabled 
patients (Group II) 15 were discharged totally 
self-sufficient and 5 partially self-sufficient. 
Seven of these patients were job-placed. In 
tabulating placement in jobs, housewives have 
not been included. 

Factors Influencing Rehabilitation: Since 
rehabilitation is a lengthy and costly under- 
taking, one of the objectives of this study has 
been to determine criteria which might be 
helpful in the selection of potentially good 


candidates for such treatment. Efforts have 


TABLE 2 
AMERICAN RHEUMATISM ASSOCIATION CLASSIFICATION 

GROUP I: Initial Discharge ie 
(18 patients) Stage Class Stage Class ment 

0=II 10=I1 10=II 

6=III 5= III 6= III 5=III 8=III 

11=IV 13=IV 11=IV 1=IV 0=IV 

GROUP II: 
(20 patients) 

3=I 0=I 4=I 9=I 3=I 

4=II 6=I1 3=II 9=II 11=II 

12=III 10= III 12=III 2=III 5= III 
1=IV 4=IV 1=IV 0=IV 1=IV 
TABLE 3 
FUNCTIONAL DEFICIENCY* 
GROUP I GROUP Il 

Number of patients: 18 20 
Before medication: —60% —30% 
After medication: —53% (15 pts.) —13%, (18 pts.) 
After rehabilitation: —29% — 44% 
Duration of treatment: 339 days 223 days 


*Direct functional testing according to method shown in Figure 2. 
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therefore been made to identify assets and 
deficits which have proved important factors 
in modifying rehabilitation goals for these 
chronic rheumatoid patients: 


TABLE 4 
FINAL DISPOSITION 


Improve- 
men 
Total 
GROUP I: 18 
Discharged totally self-sufficient: 7 +39% 
Discharged partially self-sufficient: 7 +26% 
Custodial hospital: 4 +20% 
Jobs: 1 
GROUP II: 20 
Discharged totally self-sufficient: 15 +21% 
+29% 


Discharged partially self-sufficient: 5 
Jobs: 7 


(a) Medical Control of the Rheumatoid Dis- 
ease Process: Ideally, one would like to con- 
vert the progressive rheumatoid disease pro- 
cess into a static one. In most cases steroid 
therapy must be instituted for this purpose. 
With steroid therapy, however, considerable 
caution must be exercised for, once instituted, 
it must be considered an indefinite commit- 
ment. Maintenance dosage levels, therefore, 
should be kept within safe low ranges if serious 
hyperadrenal effects are to be avoided in the 
long-term treatment program; often it may be 
impossible to attain a maximum anti-rheumatic 
effect at a safe dosage level, in which case it 
becomes necessary to settle for less than an 
optimum effect. In regulating steroid dosage 
one should differentiate pain of the rheumatoid 
process from pain which follows use of 
mechanically damaged joints; the purpose of 
steroid therapy is suppression of rheumatoid 
pain and not suppression of pain incident to 
the secondary osteoarthritis. The degree to 
which one may successfully control the rheu- 
matoid disease process determines directly a 
patient’s capacity to participate in a physical 
rehabilitation program. 

(b) The Mechanical Integrity of Joints: Al- 
though synovitis is the prominent clinical 
manifestation of rheumatoid arthritis, it must 
be remembered that the disease is a general 
systemic one. Furthermore, although synovial 
inflammation is the most annoying involvement 
clinically within the joint, the pathological 
process extends beyond this and produces also 
chondritis, osteitis, and sterile osteomyelitis of 
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the articular structures. This diffuse involve- 
ment of the articular mechanism predisposes 
the joint to additional mechanical damage 
from trauma. The combination of these factors 
may result in destructive changes within the 
joint rendering it mechanically inefficient. 
While some persons refer to this as a “mixed 
arthritis”, it is preferable to consider the de- 
structive changes as parcel of the rheumatoid 
process and to regard it as “secondary osteo- 
arthritis”. The mechanical integrity of joints, 
then, is a second factor directly influencing a 
patient’s functional capacity for participation 
in a physical rehabilitation program. 

(ec) The Psychological Economy of the Pa- 
tient: Success of a rehabilitation program is to 
a large extent dependent on active participa- 
tion by the patient. The patient must be 
motivated to work towards realistic goals if 
these are to be attained. In the relentless 
course of the chronic disease process the pa- 
tient with rheumatoid arthritis tends to become 
progressively exhausted psychologically and 
to regress to passivity and dependence. The 
irreversibility of this psychological state can 
be so refractory that it may be impossible to 
elicit motivation in the patient and active 
participation on his part in a physical re- 
habilitation program. The more deep-seated 
this passivity the poorer will be the prognosis 
for rehabilitation. 

(d) Effectiveness of Functional Training: The 
human body, as a machine, is a grossly in- 
efficient one; it has been said that it is less than 
25% efficient. Despite severe limitations, 
therefore, patients often can be taught effi- 
ciency in the performance of activities neces- 
sary to independent living and thus learn 
through tedious training to function on a much 
more efficient level. Functional _ training 
assumes a major aspect of rehabilitation and 
the degree to which efficiency can be attained 
by the patient modifies directly the functional 
goal. 

(e) Applicability of Self-Help Devices: Me- 
chanical limitations at times may exist which 
cannot be overcome through functional train- 
ing. The patient with rheumatoid spondylitis, 
for example, with ankylosis of the spine and 
hips may find it impossible to get into under- 
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wear, trousers and shoes and socks; the rheu- 
matoid arthritic with limited motion in elbows 
and wrists may be unable to reach the face 
for feeding and washing. In these and other 
comparable cases of mechanical limitations 
the use of self-help devices can open entire 
new areas of self-sufficiency. Great numbers 
of such devices are available, including zip- 
pered shoes, feeding devices, special crutches, 
chairs and wheelchairs, high toilet seats, aids 
for bathing, etc.° 


(f) Socio-economic Resources of the Patient: 
Obviously, the patient living in a ground-floor 
house without stairs can function better than 
one living in a four-storied walk-up flat. The 
patient economically able to afford an ade- 
quate private vehicle for transportation pre- 
sents less of a problem than one who must 
employ bus or subway transportation for get- 
ting to and from a job. Similarly, the patient 
whose occupation is a professional one is a 
better candidate than the manual laborer who 
has no vocational assets beyond his physical 
brawn. The social, economic, and vocational 
assets of the patient, therefore, directly modify 
rehabilitation results. 


(g) Applicability of Corrective Orthopedic 
Surgical Procedures: Corrective orthopedic 
surgery in selected cases may appreciably im- 
prove function within a joint or joints and thus 
better the prognosis for rehabilitation. The de- 
tails of these need not be discussed here. Care- 
ful selection of patients, expert surgical tech- 
nique, and meticulous pre- and post-operative 
therapeutic exercise programs, however, are 
imperative if good results are to be attained. 


Follow-Up Study: On November 30, 1955, 
the second year of a three-year follow-up study 
of the patients reported here will have been 
completed. At the inception of this study it 
was anticipated that the validity of initial re- 
sults could not be evaluated until patients had 
been followed for at least three years after 
their discharge from the hospital. The wisdom 
of this is reflected in problems which have 
arisen in the current follow-up. 

*A monograph, “Self-Help Devices For The Arthritic” 
is available from the Institute of Physical Medicine 


and Rehabilitation, 400 East 34 Street, New York 
16, New York for $1.00. 


Following discharge patients have been 
seen at monthly intervals in an out-patient 
clinic for readjustment of medication schedules 
and for psychological and social assistance in 
coping with intercurrent problems. Certain 
factors have assumed critical significance in 
the maintenance of initial results. 


First of all, continued medical control of the 
rheumatoid process is imperative if functional 
gains are to be maintained. 


Second, the maintenance of functional gains 
acquired in the protected environment of a 
hospital is more difficult after a patient returns 
to living in an unprotected home environment. 
In the home, the demands imposed by daily 
living often necessitate abuse of joints with 
resultant progression of joint deterioration re- 
flecting itself in decreased tolerance for func- 
tional activities. 


Third, the problem of adequate housing in 
a metropolitan area such as New York City is 
often an insoluble one. Unfortunately, most 
low-cost housing is restricted to four and five 
storied walk-up flats with small rooms and 
narrow passageways. 


Finally, job-placement more so than with 
other handicapped persons has presented a 
major problem. To some extent this has been 
due to lack of employment opportunities. More 
important, however, has been the inability or 
inadvisability of the chronic rheumatoid to 
utilize public transportation for getting to and 
from a place of gainful employment. While 8 
of the patients of this study have been job- 
placed, it is estimated that all could do some 
type of sheltered or competitive work were 
transportation not a problem. 


Conclusions: Results of a combined medical 
and rehabilitation program study with chronic 
rheumatoid arthritic patients are reported. 


While the findings are preliminary, there is 
indication that with proper selection of pa- 
tients and with intensive treatment many 
severely disabled arthritics could be salvaged 
and restored to partial or complete self-suffi- 
ciency in living. The patir *s in this study are 
currently being followed tor a three-year per- 
iod to test the validity of this inference. 
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ELECTROCARDIOGRAM OF THEMONTH’ 


Groom, M. D.** 
Charleston, S. C. 


Case Record — This is the case of a 29 year old 
colored male admitted to Roper Hospital December 
27, 1954 with the chief complaint of shortness of 
breath. His history, dating to July 1954, was that of 
progressive dyspnea on exertion, orthopnea and de- 


*One of a series of clinical-electrocardiographic cor- 

relations. Purpose of this series is the presentation, 
not of rare or unusual EKGs, but of those which 
illustrate basic electrocardiographic principles or 
which contribute prominently to the clinical diag- 
nosis. 

*°Asst. Professor of Medicine, Medical College of 
S. C. From the Department of Medicine, Medical 
College of S. C., and the Roper Hospital, Charles- 
ton, S. C. 


pendent edema with intermittent fever, chills, and 
cough productive of mucoid sputum. In spite of the 
developing edema there had been a weight loss of 
about 45 pounds during the 5 month interval. 
Examination on admission revealed a chronically ill 
and emaciated young man with a temperature of 102°, 
pulse 130, and moderate dyspnea. The blood pressure 
was recorded as 93/70. Moist rales and dullness to 
percussion were noted at both lung bases posteriorly. 
The liver was palpable 2 finger breadths below the 
costal margin and there was massive pitting edema of 
both lower extremities. On cardiac examination the 
apex beat was not discernible, and cardiac dullness 
extended as far as the anterior axillary line. The heart 
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sounds were distant and no murmurs could be heard. 

The chest roentgenogram showed bilateral pleural 
effusion with marked enlargement of the cardiac 
shadow toward the left. 

On the day following admission thoracentesis was 
done with removal of 700 ml. of thin, dark fluid. 
Six hundred ml. of similar fluid was obtained on peri- 
cardial tap at the same time, and both pleural and 
pericardial fluids were reported negative for tubercle 
bacilli on repeated laboratory examinations both be- 
fore and after the institution of anti-tuberculosis drug 
therapy. 

On January 4, 1955, approximately one week after 
admission, a pericardial biopsy was performed and 
the diagnosis of tuberculous pericarditis was estab- 
lished by the pathologist. 

The surgical findings on January 21, 1955 were 
those of extensive pericarditis and mediastinitis, the 
epicardium being covered with a thick layer of fibrin- 
ous exudate. The anterior half of the pericardium was 
excised, following which the motion of the heart was 
observed to increase to a reasonably normal degree of 
excursion. 
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The patient had an uneventful post-operative course 
and was dismissed from the hospital on February 3, 
1955. 

When examined as an outpatient in the Heart 
Clinic one month later, the patient had gained con- 
siderable weight and acknowledged no symptoms 
referable to the cardiovascular system. The blood 
pressure was noted to be 140/80, there was no evi- 
dence of congestive heart failure, and cardiac fluoro- 
scopy revealed essentially normal pulsation of the 
cardiac borders. 

Electrocardiograms—While not diagnostic, the 
pre-operative electrocardiogram entirely 
compatible with the diagnosis of chronic peri- 
carditis. Its most striking feature is the low 
voltage QRS deflections in all leads with 
flattened, almost iso-electric T waves. The P 
waves are essentially normal in amplitude. A 
sinus tachycardia is present at the rate of 130. 

The second tracing, made about two weeks 

after surgery, shows a marked increase in 
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voltage of the QRS deflections in all leads and 
T waves which, though inverted, are clearly 
discernible. 

Discussion—The remarkable increase in volt- 
age during the one month interval between 
these two tracings is probably not due entirely 
to removal of pericardial fluid since a large 
quantity had already been removed by peri- 
cardial tap prior to the first tracing. It appears 
reasonable to assume that excision of the large 
portion of diseased pericardium also played 
a role, for low voltage deflections are char- 
acteristic of constrictive pericarditis as well as 
pericarditis with effusion. There is no elevation 
of ST segments in either tracing and no evi- 
dence of any acute process except perhaps the 
T wave inversions in the post-operative tracing 
which might be expected following surgical 
manipulation. 


Other conditions in which low voltage QRS 
deflections (generally deflections of 5 mm. or 
less in all three standard leads) may be seen 
are: degenerative processes of the myocardium 
such as those produced by extensive coronary 
disease, amyloid infiltration, or hemochro- 
matosis involving the myocardium; acute myo- 
carditis, and in myxedema heart disease (in 
which bradycardia is usually also present). It 
is also seen occasionally in some presumably 
normal subjects. Even extremely low voltage 
in any single lead is of course not significant 
in itself and may be entirely a function of the 
electrical axis. 

Low voltage QRS deflections must be re- 
garded as a non-specific electrocardiographic 
finding, one which is sometimes of value as 
corroborative evidence in establishing the 
diagnosis. 


“Help me, too” 


MARCH OF DIMES 
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A MERRY CHRISTMAS AND A 
HAPPY CHRISTMAS TO OUR READ- 
ERS AND A BRIGHT AND PROSPER- 
OUS NEW YEAR TO ALL PHYSI- 
CIANS, TO ALL THINGS MEDICAL, 
-AND TO ALL THE WORLD. 


STATE LEGISLATIVE SESSION 
APPROACHES 

Now is the time for all of us to concentrate 
our efforts on two vital bills which will come 
up for a vote at this January session of the 
legislature. The Naturopathy bill must still be 
passed in the Senate. Every member should 
do all he can to influence his senator. This bill 
has already passed the House, but the op- 
tometrists bill is to come and in this case the 
Representatives are the people of importance. 

Let us not leave the job to the other fellow, 
for both bills will affect us strongly. Let us see 
our legislators ourselves, and let us appear in 
Columbia in force when the bills are being 
considered. 

EYE CARE 

A national campaign of advertising is being 
carried on by an organization known as the 
Better Vision Institute. Great emphasis is laid 
on the matter of regular testing of the eyes. 
Absolutely no effort is made to distinguish 
those who are qualified to examine eyes for 
the presence or absence of disease from those 
who merely test for visual acuity and prescribe 
glasses. This is apparently an effort to sell 
glasses, and the implication is made that if 
glasses are prescribed or occasionally changed, 
the eyes are receiving the proper and neces- 
sary care. Nothing could be farther from the 
truth. 

Only the medically trained practitioner, the 
ophthalmologist, is capable of diagnosing and 
treating diseases of the eye. Only the eye phy- 
sician can recognize early glaucoma and some- 
times prevent irrevocable injury to eyesight. 
Month after month after year after year, hap- 


Editorials 


less individuals are seen who, believing that 
they are getting proper attention, go to the 
optometrist to get glasses. Few of these pa- 
tients are ever referred for medical care and 
turn up in the ophthalmologist’s office only 
when they recognize their mistake, and only 
too often when it is too late to do anything for 
them. Our public welfare rolls are strewn with 
cases blind from eye disease, many of whom 
could have been saved their sight if they had 
been seen at the proper time and handled in- 
telligently. It is estimated that three percent 
of persons over forty years of age become 
afflicted with glaucoma which only too often 
comes without pain or sufficient central visual 
loss to cause alarm until it is too late. 


Ophthalmology realizes that there is a 
definite place for optometry. There are simply 
not enough ophthalmologists available to pro- 
vide the glasses necessary for the effectiveness 
and the comfort of the public. Many, if not 
most, ophthalmologists would be very glad to 
be relieved of what to a great many is the 
tedium of refraction. However, refraction is 
certainly part of a complete eye examination, 
and many people prefer a complete and 
thorough eye examination. The ophthalmolo- 
gist is the only person who can render such a 
service. Therefore, he does refraction and he 
should do it better than anyone else since he 
has not only physical but also pharmacological 
aids at his command. The latter are often in- 
dispensible, and their use is wisely permitted 
by law only to the medically trained. 


Our State of South Carolina is to be com- 
mended for allowing the sale of spectacles 
over the dime store counters and elsewhere. 
It is infinitely safer to have a person obtain 
glasses under circumstances where he knows 
that he is not getting eye care, than to have 
him go for glasses to one who is not a physi- 
cian, and is often quite willing to foster an 
illusion he has created by allowing himself to 
be called doctor. There is no known record of 
anyone having been harmed by a dime store 
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glass, nor by any other glass. True, the patient 
may not be comfortable but, in that case, he 
will not wear his glass; and, in any case (the 
cross eyed child alone excepted), the matter 
of wearing glasses, which are merely crutches, 
is concerned solely with the satisfaction and 
pleasure of the wearer. 

In the past few years, actually millions of 
dollars have been spent on advertising and 
furthering the work of the Better Vision In- 
stitute. Even though the professional gap be- 
tween ophthalmology and optometry is wide, 
these two groups, with opticians and manu- 
facturers of optical goods, could and should 
agree on a program which has for its purpose 
the dissemination of truth for the betterment 
of the public health. 

J. W. Jervey, Jr. 


THE NATUROPATHIC BILL 

The vote on the Naturopathic Bill in the 
Senate of South Carolina is fixed by Special 
Order for not later than noon on January 25, 
1956. At what time previous to that date and 
hour it may be called up for debate, or what 
other maneuver may be employed by the op- 
ponents of the measure in the effort to circum- 
vent by some legislative device an actual vote 
on the question at the time set, we do not 
know. Proponents of the bill will be on the 
alert from the moment the General Assembly 
opens for its 1956 Session, for of course we do 
not doubt for a moment that the supporters of 
the Naturopaths in the Senate will be prepared 
to use every available means to further contest 
the issue. 

Therefore, officers and members of the Asso- 
ciation, and others vitally interested in the 
passage of the bill, cannot afford to wait until 
January and the opening of the Legislature to 
continue our efforts and perfect our plans to 
carry through the fight. The time for prepara- 
tion is now, and the members of Council and 
staff of the Association are already at work. At 
a meeting of Council on the afternoon of 
Wednesday, November 16, the whole matter 
was thoroughly discussed, the Council 
unanimously went on record again in favor of 
active support and intensive effort to complete 
passage of the bill at this Session, and laid 


plans for the necessary preparations and work 
to be done toward that end. 

It will be recalled that the bill has success- 
fully passed, without material amendment, the 
necessary readings in the House, and, in the 
Senate, was referred on first reading to the 
Committee on Medical Affairs. The latter, after 
full public hearings on two days, reported the 
bill favorably for passage with very drastic 
amendments. The amendments were unaccept- 
able to the proponents of the bill and the mat- 
ter came up for consideration in the middle of 
May, the time coinciding with the dates of our 
Annual Meeting in Charleston. The Chairman 
of the Committee on Medical Affairs moved 
the adoption of the Committee’s report—for 
the passage of the bill amended as recom- 
mended by his Committee. Senator Gressette 
of Calhoun County, who has been a leader in 
the fight for passage of the bill in the Senate, 
promptly gave notice that at conclusion of de- 
bate he would move to table the motion of 
Senator Baskin, Chairman of the Medical 
Affairs Committee. The debate then opened in 
full force and it was quickly evident that the 
opponents of the measure were conducting a 
filibuster. On the first day the Senate remained 
in session until after four o’clock without re- 
cess for lunch. Similar tactics were employed 
on several succeeding days, during which cer- 
tain efforts were made by the opponents to 
work out some sort of compromise short of 
outright appeal. The Session was obviously 
drawing to a close. Further action was re- 
quired on important financial matters, mem- 
bers were anxious to be through and go home 
and, although Senators favoring passage were 
well in the majority, the determined minority 
continued their filibuster. Activity on the bill 
for the Session was concluded with an agree- 
ment that it should be called for vote not later 
than January 25, 1956, and there the matter 
stands. The pending question, therefore, is the 
passage of the bill with the amendment recom- 
mended by the Senate Committee on Medical 
Affairs. But the vote will be on the motion of 
Senator Gressette to table that motion. If 
Senator Gressette’s motion is adopted, a vote 
will then be in order for passage of the bill as 
it came to the Senate from the House of 
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Representatives. As already indicated, motions 
to recommit, or other legislative devices may 
be employed by the bill’s opponents in the 
effort to delay or prevent facing the direct 
issue, but in any case, we do not see how the 
present filibuster can be continued longer than 
January 25. If the efforts of the Naturopaths 
and their friends are defeated and the bill is 
passed on second reading, there will still re- 
main the third and final reading which is 
necessary for its complete adoption. In the 
Senate, bills may be amended on third reading 
and it is, of course, likewise, also possible for 
a filibuster to be conducted in the debate at 
that stage. We are extremely hopeful that by 
getting the second reading favorably out of 
the way by January 25, the prospect of another 
filibuster on third reading will prove too for- 
midable and too lengthy for our opponents to 
carry it out until the end of the Session. 

From the foregoing, however, it can readily 
be seen that, while we have come a long way 
and our prospects are favorable, the fight is by 
no means over, and it could be lost by a failure 
to be prepared or on the alert at almost any 
time. We need the full support of every Sena- 
tor who was with us last year, and we need 
to swing over to our side as many of the others 
as we can. Only three or four Senators partici- 
pated in the filibuster last year, and these, we 
still believe to be the spearhead of the opposi- 
tion. Along with Senator Gressette, Senators 
McFaddin of Clarendon, Hester of McCor- 
mick, and others, are the active, experienced 
and capable leaders on whom we are relying, 
and through their continued effort and in- 
fluence we expect the bill to be passed this 
year. 

M.L.M. 


SOCIAL SECURITY — BIG ISSUE IN °56 
Every physician who is conscious of his 
duties as a citizen should now be taking an 
active interest in a timely issue which the 
American Medical Association considers of 
great importance — not only to the medical 
profession but to all the American people. 
That issue is HR 7225, a bill passed by the 
United States House of Representatives last 
summer near the end of the Congressional 


session. This bill, known as the Social Security 
Amendments of 1955, was first rushed through 
the House Ways and Means Committee with- 
out public hearings. Then it was passed in the 
House, by a vote of 372 to 31, under a sus- 
pension of the rules which barred amendments 
and limited debate to 40 minutes. The Senate 
Finance Committee, however, refused to take 
hasty action on a bill of such major import- 
ance. After hearing the many serious questions 
raised by Mrs. Hobby, then Secretary of the 
Department of Health, Education and Wel- 
fare, the Committee decided to hold extensive 
public hearings during the second session of 
the 84th Congress. 

Just what is this legislation that appears to 
be so politically attractive to individuals with 
an eye on the 1956 elections? Why was the 
House majority leadership so determined to 
avoid open hearings and normal debate? Let’s 
take a brief look at the main provisions of the 
bill. 

This is the legislation which would lower 
the Social Security retirement age for women 
from 65 to 62; extend monthly benefits for per- 
manently and totally disabled children beyond 
the age of 18; expand compulsory social 
security coverage to all self-employed profes- 
sional groups except physicians, and raise so- 
cial security taxes over and above the increases 
already scheduled for the next twenty years. 
Those provisions alone demand careful study 
of their effects on the philosophy, scope and 
financial stability of our social security system. 

The most controversial section of the bill, 
however, is the one which would make per- 
manently and totally disabled persons eligible 
to receive their social security retirement bene- 
fits at age 50 instead of 65. It is this section 
which is of particular concern to the medical 
profession. It is of far greater concern than the 
question of voluntary or compulsory coverage 
of physicians under the social security system. 
That is a separate isue which we are not dis- 
cussing in this editorial. The plan for a national 
system of permanent and total disability bene- 
fits has far more serious implications for medi- 
cine and the nation. 

It raises questions such as these: Is there 
any real need for a federal program? What are 
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the facts on permanent and total disability? 
Won't this duplicate or overlap existing pro- 
grams of assistance and rehabilitation? What 
effect will cash handouts have on a patient's 
incentive to be rehabilitated? Won't this ex- 
tend federal control over physicians? — and, 
finally — How will this affect the future of 
medical practice? Will this lead, step by step, 
to the lowering and eventual elimination of 
the age-50 eligibility requirement; then, cash 
benefits for the dependents of those who are 
permanently and totally disabled; then, a 
temporary disability benefits program; then, 
cash benefits or direct government payments 
for hospital or medical costs, and then, ulti- 
mately, a full-fledged system of government 
health insurance? 

These are but a few of the many grave 
questions which already have been raised con- 
cerning this legislation. As physicians, we 
must be concerned over the medical aspects of 
the problem. As citizens, we also must be con- 
cerned over the trends and implications in the 
never-ending expansion of our social security 
system. The minority report of the House 
Ways and Means Committee expressed it this 
way: 

“We do not believe that our committee has 
discharged its obligation to either the Congress 
or to the American people by its brief and 
closed-door consideration of this vital legisla- 
tion. We have sought to point out the grave 
social and economic implications of the bill. 
We have dwelt at some length with the stag- 
gering ultimate costs of this developing pro- 
gram, because we do not believe that either 
the Congress or the public has any conception 
of its magnitude.” 

Our social security system now has reached 
the point where any further changes may 
have a profound influence on the nation’s 
economic, social and political future. The time 
has come to face up to the question of just 
what social security should accomplish and 
just where it should stop. The Association 
strongly urges that the social security issue be 
taken out of the arena of vote-catching politics; 
that there be an objective, thorough study of 
social security in all its present and future 
aspects, and that the facts and realities emer- 


ging from such a study be used as the basis for 
a sound national decision on this vital issue. It 
especially protests precipitate action on the 
complex question of disability without 
thorough investigation of alternative mechan- 
isms. 

In our opinion, that is a reasonable, respon- 
sible policy that deserves the moral and in- 
tellectual support of every physician. 


THE SOUTH CAROLINA 
ACADEMY OF GENERAL 
PRACTICE 


The Post-Graduate Seminar sponsored by the S. C. 
Academy of General Practice and conducted by the 
Medical College of South Carolina was an outstanding 
success. 


The faculty of our medical college is now presenting 
a medical program at the Seminar and Founders Day 
sessions unexcelled by any similar type of meeting. We 
would suggest a more ambitious type of ‘advertise- 
ment’ to give these sessions an appeal to the entire 
southeastern section of the country. 


On January 1, 1956 the requirements for admission 
to membership in the American Academy of General 
Practice will be increased. Any general practitioner 
in the state who is planning to apply for membership 
would find it advantageous to apply for membership 
NOW. 


Organized medicine has recognized the need for 
well trained general practitioners. Many large colleges 
have adopted curricula which emphasize the im- 
portance of a personalized interest between physician 
and patient: Many hospitals have adopted a depart- 
ment or a section of general practice as a unit on the 
hospital staff. 


The shortage of public health personnel is felt in 
most countries of the world, and nowhere so keenly 
as in the rural areas. It is perhaps difficult for city- 
dwellers to realize that over two-thirds of the world’s 
population live in technically less developed, largely 
rural, areas, that their life expectancy at birth averages 
only 30 years, in contrast with 63 years in the more 
favored countries, and that their average annual per 
capita income is under 50 dollars. 
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PRESIDENT’S PAGE 


I extend to each of you my Best Wishes for the Christmas 
Season. I sincerely hope that your work will be less at this time 


so that you may enjoy the festivities and spirit of the Holiday 


Season. 


O. B. MAYER 
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Dr. John Newton Gaston, Chester physician, has 
received the Alumni Citation awarded by the Presby- 
terian College “in recognition of outstanding achieve- 
ments and services in the field of medicine which re- 
flects honor upon his college.” 

Dr. Gaston’s citation read: 

“Dr. John Newton Gaston, engaged in the general 
practice of medicine in Chester, is esteemed not only 
by those whom he serves professionally but also by the 
entire community especially for his interested partici- 
pation in its life; who is honored by his church, of 
which he is an officer, and by his school for his mani- 
fest devotion.” 


Dr. Benjamin N. Miller of Columbia, S. C., was 
elected president of the Duke Medical Alumni Assn. 
during the university's homecoming festivities October 
29 


RHEUMATIC FEVER CLINICS TO REOPEN 

Rheumatic fever clinics will be reestablished in 
Columbia and Spartanburg. 

These clinics were closed a few years ago due to 
lack of funds. Now that more funds are available for 
the Crippled Children’s Program, the Crippled Chil- 
dren’s Division will reopen and operate these two new 
clinics. However, it will be some time before they 
will be fully staffed and can begin operating. 


Dr. Harry Tiller, of Georgetown, was elected presi- 
dent for the coming year of the Seventh District 
Medical Association. 

Dr. J. M. Brice of Kingstree, retiring president was 
in charge. 

Dr. Marion Davis, of Manning was re-elected secre- 
tary at this time. 


Dr. Hervey Mead of Pendleton took over as presi- 
dent of the South Carolina Academy of General Prac- 
tice, which ended its convention September 28. 


The South Carolina Division of the American Can- 
cer Society, Inc., held its tenth annual convention 
October 12 at the Jefferson Hotel. Dr. Julian H. Scar- 
borough is state president. 

“Ten years of Action and Progress,” was the theme 
this year. 

Participants on the program included Dr. James R. 
Young, chairman of the state executive committee; Dr. 
John C. Hawk, Jr., of Charleston, Dr. John Fleming 
of Spartanburg, Dr. V. Wells Brabham, Jr., of Orange- 
burg, Dr. Frank Geiger of Columbia and Dr. A. G. 
Brown of Rock Hill who conducted a medical panel. 


Dr. Harry Mims, physiatrist of Charleston, was the 
principal speaker at the fall meeting of the South 
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Carolina Physical Therapy Association. The associa- 
tion held its meeting at the Columbia Hospital. Dr. 
Mims gave a talk on “Ultrasound — Pro and Con” 
and “Electromyography”. These are two new fields 
in physical medicine and was of particular interest to 
all the therapists present. 


Dr. Lee M. Keach, M. D., has begun practice of 
general medicine in Andrews. 


Dr. James L. Wells has been named Chairman of 
the City Board of Health by the Orangeburg City 
Council. He assumed his new duties October 1. 


Dr. Norris J. Knoy, Bamberg surgeon, is new chair- 
man of the South Carolina regional blood program 
committee. 


An Aviation Award of Merit has been presented to 
Dr. William H. Price, president of the South Carolina 
Flyers Breakfast Club and medical examiner for the 
Civil Aeronautics Administration pilot license appli- 
cants. 

The award was presented at a meeting of the 
breakfast club by C. B. Culbertson, director of the 
South Carolina Aeronautics Commission. 


Annual meeting of the Ninth District Medical So- 
ciety for Spartanburg, Cherokee and Union counties 
was held at Spartanburg Country Club in September. 

Dr. William Hendrix of Spartanburg is president 
of the Ninth District Medical Society. Dr. Charles L. 
Dale, Spartanburg General Hospital pathologist, is 
vice president and Dr. Sam Fleming of Spartanburg is 
secretary. 


Because of his extensive experience in South Caro- 
lina, our Executive Secretary Mr. M. L. Meadors, was 
invited by the Legal Counsel of the California Medi- 
cal Association to testify on Naturopathy. It was be- 
lieved that the Committee should have the benefit of 
the experience in a State where a licensing law had 
been in effect. The members seemed indeed to be im- 
pressed with the broad expansion of the scope of their 
activity since passage of our original law, and also 
with the authentic information which our investiga- 
tion had developed regarding the places of supposed 
education and training by present licensees. 


Dr. Robert F. Hagerty, Charleston, spoke on “Cos- 
metic Surgery” at the meeting of the Coastal Medical 
Society, October 27, at Walterboro. 


Dr. James J. Ravenel, Charleston, spoke at the 
Annual Meeting of the Pee Dee Medical Association, 
October 27, at Florence. 


Dr. Benjamin Stands, Columbia, S. C. has become 
a Fellow of the American Academy of Pediatrics. 
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The Board of Trustees, Medical College of South 
Carolina, Charleston, has elected as associate clinical 
professor of neuropsychiatry, Dr. William S$. Hall, 
superintendent, South Carolina State Hospital. 

Also elected as assistant clinical professors of neuro- 
psychiatry were several other members of the South 
Carolina State Hospital medical staff including Dr. 
Lawson H. Bowling, clinical director, Columbia Divi- 
sion; Dr. Sol B. McLandon, clinical director, State 
Park Division; Dr. Edward M. Burn; Dr. Joe E. 
Freed and Dr. William G. Morehouse. 

For many years at the Medical College there has 
been a course of instruction in psychiatry which for a 
long while was conducted by Dr. C. Fred Williams, 
superintendent, South Carolina State Hospital, who 
was the first professor of psychiatry at the Medical 
College. He inaugurated the custom of having the 
senior students come to the hospital in small groups 
for additional psychiatric information and _ practical 
experience with the mentally ill patients. 

In recent years Dr. J. J. Cleckley of Charleston has 
been in charge of the neuropsychiatry department of 
the Medical College, with the senior students con- 
tinuing to spend a specified time at the State Hospital 
for intensive study of psychiatry and practical experi- 
ence with the mentally ill. 


The 21st annual convention of the Crippled Chil- 
dren Society of South Carolina, Inc., with the theme 
“Rehabilitation Means Independence” opened October 
4 at Hotel Columbia. 

A panel discussion at the luncheon was participated 
in by the following medical specialists: Dr. E. Walter 
Masters, Columbia internist; Dr. Francis H. Gay, Co- 
lumbia orthopedist and medical consultant in  cere- 
bral palsy; Dr. Frank H. Stelling, Greenville, chief 
surgeon, Shriners Hospital for Crippled Children: Dr. 
James A. McQuown, Greenwood, orthopedist and Dr. 
Harry Mims, Charleston, chief of the physical medi- 
cine department of the Medical College of South 
Carolina. 


The Industrial Medical Society of South Carolina 
met November 4 in conjunction with the Accident 
Prevention Conference of the S$. C. Industrial Com- 
mission. Dr. I. Grier Linton of Charleston is president 
of the society. 


Drs. David R. Stack, Jr. and H. Le Roy Brockman, 
Jr. of Spartanburg were inducted as new Fellows of 
the American College of Surgeons recently in Chicago. 


Dr. Leon Banov, director of the Charleston County 
Health Department attended several meetings of 
health officials. 

Principal meeting was the annual convention of the 
American Public Health Assn. Dr. Banov also at- 
tended the annual convention of the American Assn. 
of Public Health Physicians of which he is vice presi- 


dent. He is former president of the International So- 
ciety of Medical Health Officers which merged with 
the association. 

At the close of the Kansas City meetings, Dr. Banov 
plans to go to Tulsa, Okla., for a meeting of the execu- 
tive committee of the Southern Branch of the Ameri- 
can Public Health Assn. He also is vice president of 
that group. 


Dr. James Dorman Turner who has practiced medi- 
cine for the past ten years in Nashville, Ga., is now 
living in Winnsboro. 


ALLOCATION OF HOSPITAL FUNDS 
DECIDED 

In consultation with the Hospital Advisory Council, 
the State Agency has established that out of the pres- 
ent Hill-Burton funds on hand in the amount of 
$2,103,953.95, the following allocations be made: 
General hospitals, $1,577,956.46; tuberculosis, $136,- 
757.00; mental funds, $105,197.70; main public health 
center, $178,836.09; reserve, $105,197.70. 

Fifty-three thousand three hundred and sixty-four 
dollars and twenty-one cents of the amount allocated 
for main health center construction has been en- 
cumbered to the Aiken County Health Center and 
$102,500 from the tuberculosis category has been en- 
cumbered to the Ridgewood Tuberculosis Sanatorium 
project. With these additional Federal funds the two 
mentioned projects are no longer considered fractional. 


NURSING HOME LICENSE DENIED 

A special committee appointed by the Executive 
Committee State Board of Health has denied a license 
for a nursing home in Marlboro County. The State 
Hospital Advisory Board had recommended to the 
Executive Committee that a license to operate be de- 
nied this home because it failed to meet South Caro- 
lina requirements. The Executive Committee did deny 
the license to operate. The defendant then asked for 
# special hearing before an appeal group, and this 
group, appointed by the Committee, also denied the 
license. If the defendant wishes, he may appeal to the 
courts. 


Dr. P. M. Kinney and Dr. Gilbert Young have re- 
cently instituted a Pediatric Clinic for indigent chil- 
dren in Marlboro County. This activity is considered 
to be an extension of the out-patient services of the 
Marlboro County Hospital in cooperation with the 
Marlboro County Public Health. The Public Health 
is contributing office space and nurses to operate this 
clinic. 

Dr. Charles R. May, as Chairman of the local Heart 
Association, is currently working out the details so 
that a functioning Heart Clinic can be established in 
Bennettsville in the near future. 

Dr. Douglas Jennings is now Chairman of the 
Tuberculosis Seal Sale Program for Marlboro County 
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and he has recently been elected President of the 
Marlboro County Tuberculosis Association. He will 
assume duties as President in January. 


Dr. John M. Perry, Jr. is the new Medical Director 
at Sonoco, replacing Dr. Gunn. He is from Oklahoma 
City, where he was engaged in private practice of In- 
dustrial Medicine and Surgery. Dr. Perry is a 1946 
graduate of Oklahoma University School of Medicine, 
having served his interneship at Jefferson-Hillman 
Hospital, Birmingham, Alabama. He saw military duty 
with the U. S. Army, and is a member of the In- 
dustrial Medical Association. 


John R. Martin of Greenville is the new president 
of the South Carolina Tuberculosis Assn. 

He was chosen along with these other officers at 
the group’s annual meeting: 

W. Atmar Smith of Charleston, first vice president; 
J. Gordon Seastrunk of Columbia, second vice presi- 
dent. 


The 107th Anniversary Meeting of the Pee Dee 
Medical Association was held at the Florence Country 
Club on Thursday, October 27th. Dr. Sam Cantey, 
president, presided. Dr. James Ravenel, Professor of 
Urology at the Medical College of S. C., was the 
guest speaker. 

Dr. O. B. Mayer, president of the South Carolina 
Medical Association, was a special guest. 

We were honored on this occasion by having several 
guests from out of the Pee Dee area. 

Officers for the coming year were elected: Pres.: 
Dr. Jennings K. Owens, Bennettsville; Secretary: Dr. 


Charlie Kingsbury, Florence; Treasurer: Dr. Wally - 


Hart, Florence; 
Vice Presidents: 

Florence County: Dr. Lebby King, Lake City; 

Marion County: Dr. Jim Berry, Marion; 

Darlington County: Dr. A. H. Hursey, Hartsville; 

Marlboro County: Dr. Gilbert F. Young, Bennetts- 

ville; 

Dillon County: Dr. E. B. Michaux, Dillon; 

Horry County: Dr. William Ragsdale, Myrtle 

Beach; 

Chesterfield County: Dr. William Perry, Chester- 

field. 

Subaudible cardiac vibrations may now be recorded 
by a new electronic precordial pickup, the American 
Heart Association learned October 24. Drs. Dale 
Groom and John A. Boone of the department of medi- 
cine at the Medical College of South Carolina, 
Charleston, told of the new instrument, which is de- 
signed to record the subaudible (infrasonic) vibra- 
tions produced at the precordium by the mechanical 
events of the heart. The pickup, the South Carolina 
cardiologists noted, is designed not so much for 
“faint” sounds as for vibrations below the hearing 


threshold. 


ANNOUNCEMENTS 


MEDICAL COLLEGE OF SOUTH CAROLINA 
16 Lucas Street 
Charleston 16, South Carolina 
October 12, 1955 


To the Medical Profession: 

The Medical College Hospital is now open to re- 
ceive patients in the Diagnostic Clinic or for hos- 
pitalization. As previously stated in a letter to the 
medical profession, explaining our operational pro- 
cedure, and as published a number of times, accept- 
ance of patients must be by reference from physicians 
to members of the hospital staff. 

When time will permit, the patient's physician 
should make arrangements in writing to a member of 
the staff or to the acting Medical Director, Medical 
College Hospital, 55 Doughty Street. A communica- 
tion addressed to the Superintendent or to the Admit- 
ting Officer will of course be placed in the proper 
channels. The reference should be specific as to the 
wishes of the referring physician, and full information 
about the patient should be given. In case quicker 
action is desired the reference may be made by tele- 
phone, Charleston 3-9411, and confirmed in writing. 
It is hoped that referring physicians will frequently 
attend their patients and serve as associate physicians 
in their care. 

Since the laws controlling the hospital operation 
do not intend to impose hospital costs properly be- 
longing to the counties, it will be necessary in refer- 
ring an indigent patient to also provide a statement 
signed by an authorized financial officer of the county 
of residence accepting responsibility for the patient’s 
hospital bill for the cost rate, free of any professional 
charge. The hospital will of course also accept such 
sponsorship from any other source that is creditable 
financially. 

Sincerely yours, 
Kenneth M. Lynch, M. D. 
President 


TENTATIVE PROGRAM 
Watts Hospital Medical and Surgical Symposium 
WEDNESDAY, FEBRUARY 8, 1956 
Washington Duke Hotel 
“The Importance of the Physical Examination”, Louis 
A. Krause, M. D., Baltimore, Md. 
“Radioactive Isotopes in Medicine”, James W. Car- 
penter, M. D., Chicago, Illinois. 
“Biological Relationships of Cancer”, Harry S. N. 
Greene, M. D., New Haven, Conn. 
Gastric. Lesions in the Aged and Their Management”, 
Stanley O. Hoerr, M. D., Cleveland, Ohio. 
“Problems Met in the Diagnosis and Treatment of 
Cervical Cancer”, Albert W. Diddle, M. D., Knox- 
ville, Tenn. 
Barbecue Dinner 
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Panel Discussion on “Recent Advancements in Man- 
agement of Malignant Disease: Louis A. Krause, 
M. D. (Moderator), Harry S. N. Greene, M. D., 
Stanley O. Hoerr, M. D., James W. Carpenter, 
M. D., Albert W. Diddle, M. D., S. Gordon 
Castigliano, M. D. 

THURSDAY, FEBRUARY 9, 1956 
Washington Duke Hotel 

“Treatment of Important Malignant Lesions of the 
Head and Neck”, S. Gordon Castigliano, M. D., 
Philadelphia, Pennsylvania. 

“Arthritis”, Robert W. Johnson, M. D., Baltimore, 
Maryland. 

“Basic Principles in the Therapy of Blood Dyscrasias”, 
William B. Castle, M. D., Boston, Massachusetts. 
“Principles and Factors Influencing The Trend of 

Antibiotic Therapy”, Monroe J. Romansky, M. D., 

Washington, D. C. 

Clinics at Watts and McPherson Hospitals. 

(1) Surgery and Radiology: Stanley O. Hoerr, 
M. D. and James W. Carpenter, M. D. 
Medicine: William B. Castle, M. D. and Mon- 
roe J. Romansky, M. D. 

(3) Orthopedics: Robert W. Johnson, M. D. 

(4) Oncology: (McPherson’s Hospital) S$. Gordon 

Castigliano, M. D. 

Cocktail Party and Dinner. 


~ 
to 
~ 


The regional meeting of the American College of 
Surgeons will be held in Jacksonville, Florida on 
January 16th to the 18th. 

The meeting is not limited to the fellows of the 
American College of Surgeons, and the College of 
Surgeons wishes to invite all those who do surgery to 
attend. 

A partial list of the program follows: Jacksonville, 
Florida — Hotel George Washington, January 16-18. 
Special attractions are being arranged for the ladies. 

The surgical program will cover the ulcer problem, 
injuries to the spinal cord, biliary tract surgery, eso- 
phageal reconstruction with colon transplant, pan- 
creatitis, ureteral injuries, arterial occlusions and 
aneurysms, water and electrolyte problems, lesions of 
the esophagus, diverticulitis of the colon, problems in 
operability, the bleeding nipple, cancer of the lip and 
mouth, cancer of the stomach, varicose veins and leg 
ulcers, intestinal obstruction, and a symposium on 
gynecology. 

A partial list of the program participants: Frederick 
H. Bowen, Ralph R. Braund, Louis T. Byars, Warren 
H. Cole, Frederick W. Cooper, Jr., Rollin A. Daniel, 
Jr., Robert S$. Dinsmore, Malcolm B. Dockerty, Henry 
Doubilet, Robert Elman, John J. Farrell, Edgar F. 
Fincher, R. Arnold Griswold, James B. Hartgering, 
Norris J. Heckel, Charles A. Hufnagel, James A. Kirt- 
ley, Jr., George D. Lilly, Samuel McLanahan, Louis 
O. J. Manganiello, Samuel F. Marshall, John D. Mar- 
tin, Jr., Kenneth A. Morris, Julian K. Quattlebaum, 


Willard H. Parsons, I. S. Ravdin, Robert A. Ross, 
William R. Sandusky, Joseph R. Shaeffer, Charles D. 
Sherman, Curtis Tyrone and Robert M. Zollinger. 


DR. REYBURN WILLIAM LOMINACK 

Dr. Reyburn William Lominack, 39, widely known 
and popular Newberry physician and World War II 
veteran died November 22 at his home on Johnstone 
Street after a long illness. 

He was born in Newberry and received his educa- 
tion in the Newberry city schools, Newberry College, 
University of South Carolina, Duke University and 
was graduated from the Medical College of South 
Carolina in 1942. 

Immediately after graduation he was physician for 
the Charleston Drydock Co. 

He served as a second lieutenant in the Army and 
upon his return to Newberry began the general prac- 
tice of medicine. 


DR. DOUGLAS HAMER 
Dr. Douglas Hamer, 82, died November 3 in the 
Allen-Fitzgerald Hospital, Monroe, N. C. Doctor 
Hamer was visiting his son, Dr. Eugene S$. Hamer of 
Monroe, when stricken. 
Doctor Hamer has practiced medicine in McColl for 
58 years. 


DR. WILLIAM ANDREW HOOD 

Dr. William Andrew Hood, 86, of Hickory Grove, 
father of Dr. E. C. Hood, head of the Florence- 
Darlington Tuberculosis Sanatorium, died October 4 
in a York hospital after a serious illness of two months. 

Dr. Hood, a native of Hoodtown, lived in Hickory 
Grove for 50 years. He practiced medicine for 62 years 
and had retired two years ago. 


DR. A. D. CUDD 

Dr. A. D. Cudd, 83, died October 27 following an 
illness of nine months. 

Dr. Cudd practiced medicine in Spartanburg 
County for 60 years. He was one of the founders of 
Good Samaritan Hospital, a forerunner of the present 
Spartanburg General Hospital, and for 12 years was 
chairman of the board of trustees of the city schools. 


DR. WILLIAM OSCE SELF 

Dr. William Osce Self, 43, a practicing physician 
of Columbia, died September 29 after a brief illness. 

Dr. Self was a graduate of Furman University, 1933, 
and Duke Medical College, 1937. He interned at 
Johns Hopkins Hospital and served as resident physi- 
cian at Palmerton Hospital, Palmerton, Pa. 

He had practiced in Maryland and at Greenwood 
before beginning his practice in Columbia three years 
ago. 
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DR. POTOZKY 


Dr. Potozky, 46, of Columbia, chief radiologist at 
the Veterans Hospital, died October 23 at the Vet- 
erans’ Hospital after a brief illness. 

A native of New York, Dr. Potozky had made his 
home in Columbia for the past 10 years. He was a 
major in World War II. 

In addition to being radiologist at the VA hospital, 
he was consultant radiologist to the surgeon general 
at Fort Jackson and was a diplomate of the American 
Board of Radiology. He was a member of the Colum- 
bia Medical Society and a fellow in the American Col- 
lege of Radiology. 

He was graduated from New York University Col- 
lege of Medicine in 1934, and completed his residency 
at the Montefiore Hospital, New York and fellowship 
at the Curie Institute, Paris, France. 


DR. ARTHUR W. BROWNING 


Dr. Browning, 77, died September 29 at Orange- 
burg Regional Hospital following a long illness. 

Dr. Browning graduated from the Medical School 
of the University of Maryland at the age of 20. He 
was an interne at Maryland General Hospital and did 
additional study at Post-Graduate Hospital in New 
York and Chicago Polyclinic. 

He began his practice at Elloree in 1897 and, ex- 
cept for a brief stay in Florida, served that community 
until he became ill. 

He was active in state and national medical organi- 
zations and was the author of a number of medical 
articles. He had been presented a gold key by the 
Edisto Medical Society in Orangeburg and a certificate 
from the University of Maryland marking his 50 years 
of medical practice. 


BOOK REVIEWS 


SURGERY OF THE ALIMENTARY TRACT. R. T. 
Shackelford, W. B. Saunders Co., 3 volumes, 1955. 
$60.00. 


Bickam’s encyclopedic text on Operative Surgery, 
completed in 1924, was revised extensively by Cal- 
lander, who died in 1947 before a new edition could 
be completed. Shackelford of Johns Hopkins has com- 
pletely rewritten the material on the digestive system. 
While it preserves the form of Bickam’s original 
text, this is a completely up to date presentation of 
our present knowledge in this field. 


The books are well illustrated by numerous draw- 
ings from the surgical literature. In addition, much 
more than mere technical detail of the operative pro- 
cedure is described. The author considers the symp- 
toms, diagnosis, indications for operation, and the end 


THe JourRNAL OF THE SouTH CAROLINA MEDICAL ASSOCIATION 


results as well. He does not neglect his proper duty 
in recording comments and opinion on the value of 
some procedures described in the literature. 

This is a monumental work which should be avail- 
able to all who do major surgery within the abdomen. 
There is an adequate index and reference lists to cur- 
rent literature. 


Fred Kredel, M. D. 


SURGERY OF THE AMBULATORY PATIENT, 
Third Edition, by L. Kraer Ferguson, J. B. Lippincott 
Co., 1955. $12.00. 

This is an eminently practical volume on the sur- 
gical treatment of out-patient or office cases. It is a 
“do it yourself” manual, since the directions and 
illustrations will aid the practicing physician to carry 
out procedures he may not find so well depicted in 
any other book. 

The control of infection and use of antibiotics have 
been brought up to date. The handling of fractures 
receives more attention than is ordinarily found in 
textbooks of minor or even major surgery. All aspects 
of trauma are well presented. 

One should not quibble too much about the fact 
that many of the procedures described seem rather 
ambitious for handling without hospitalization of the 
patient. The increased costs of hospital care require 
consideration of treating more cases on an ambulatory 
basis. 


Fred Kredel, M. D. 


BASIC SURGICAL SKILLS, by Robert Tauber, 
M. D. Asst. Prof. of Gynecology & Obstetrics, Gradu- 
ate School of Medicine, Univ. of Pa. 1955. The W. B. 
Saunders Company, Philadelphia. Price $3.75. 

This manual describes and illustrates the various 
types of surgical knots, interrupted and continuous 
stitch maneuvers, and methods designed to obtain 
hemostasis, using suture technics. The material is 
concisely presented, amply illustrated and is particu- 
larly recommended for use by the surgical intern and 
resident. 

J. Manly Stallworth, M. D. 

The average student today is likely to greet with a 
mixture of amusement and pity any suggestion by his 
teachers that he might make a lasting contribution to 
medical science. Students have wallowed through 
mountainous academic seas for so long in convoy 
fashion—the speed of the fleet being set by the speed 
of the slowest ship—that their imagination has been 
blunted, if not embalmed. The inquiring, restless mind 
of the uninhibited undergraduate is still our greatest 
asset in medicine and the greatest deterrent to smug- 
ness in research. 


—William C. Gibson, Pub. H. Rep. 70 
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SCTSSORISMS 


This is the way they used to read in Harper's 
Weekly of June 11, 1859. 


“G 
BRAN DRETHS PILES 


AND LET ME SAY THAT THIS KNOWLEOGESS 
SECOND O*LY TO CHRISTIANITY “WW 
IT SS CAPAGLE OF CONFERRING UPON MANKIND. 
LET NOT MEDICAL MEN PERSUADE YOU BRAND: 
RETHS PULL S AREA QUACK REMEDY. 180 
THING yOU FOR 
ELL TO 28S 
COULD DNoT SUPPLY FOR ONE DOLLAR. 
MY HEPES AND EXTRACTS ARE ALL PREPARED 
IN MY OWN LABORATORY. WHEREA STEAM ENGINE 
OF 140 HORSE POWLR IS EMPLOYED EXCLUSIVEL 2 
WATER POWED AN = 
ER. FoR 
ING THESE PILLS YOU RISK NOTHING 
BEEX USED BY MILLU 
$0 TWAT SHOULD YOU DISPOSED TO TAKEA 
DOSE YOU WILL QE CERTAINLY AGLE TOLIVE 
‘THROUGH THE OPERATION, AND YOU MAY HAVE 
THE LAUGH ON YOU? SIDE,WHENTHE LOCTOR 
TELLS VOU THAT HE HIT VOUR CASE EXACTLY WITH THAT 
LAST MEDICINE. CO Cll THE USE OFTHE PILLS. 
THEY CURE HURTING YCUR 
OCR GUM'S. AND Y WAY PROVE YOUR HEALTH, 
GIVE YOU SUCH AS WAS BY THE 


ATRIARCAS OF CLO 
D® BRANDRETHS PRINCGIPA LOFFICE: 


29¢CANAL STREET NEW YORK 
BYALL DRUGGISTS. 


MR. MENCKEN ON CHIROPRACTIC 

“IT repeat that it eases and soothes me to see them 
so prosperous, for they counteract the evil work of 
the so-called science of public hygiene, which now 
seeks to make imbeciles immortal. If a man, being ill 
of a pus appendix, resorts to a shaved and fumigated 
longshoreman to have it disposed of, and submits 
willingly to a treatment involving balancing him on 
McBurney’s spot and playing on his vertebrae as on 
a concertina, then I am willing, for one, to believe 
that he is badly wanted in Heaven. And if that same 
man, having achieved lawfully a lovely babe, hires a 
blacksmith to cure its diphtheria by pulling its neck, 
then I do not resist the divine will that there shall be 
one less radio fan later on. In such matters, I am con- 
vinced, the laws of nature are far better guides than 
the fiats and machinations of medical busybodies. If 
the latter gentlemen had their way, death, save at the 
hands of hangmen, policeman and other such legalized 
assassins, would be abolished altogether, and the pres- 
ent differential in favor of the enlightened would dis- 
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appear. I can’t convince myself that that would work 
any good to the world. On the contrary, it seems to 
me that the current coddling of the half-witted should 
be stopped before it goes too far—if, indeed, it has 
not gone too far already. To that end nothing operates 
more cheaply and effectively than the prosperity of 
quacks. Every time a bottle of cancer oil goes through 
the mails Homo americanus is improved to that extent. 
And every time a chiropractor spits on his hands and 
proceeds to treat a gastric ulcer by stretching the 
backbone the same high end is achieved.” 

Mencken by Alistair Cooke—Vintage Books—1955 


ECONOMY AT LAST 
WASHINGTON, Oct. 14 — A new labor-saving 
machine is going to take over much of the work of 


handling government checks, with a money saving 
estimated at 2% million dollars a year. 
This was announced today by Secretary of the 


Treasury Humphrey and Comptroller General Joseph 
Campbell. For one thing, it will mean all the 350 mil- 
lion checks the government issues each year will be 
of the cardboard, punchcard types rather than paper. 

There are 750 employes doing the work of 
handling the checks. With the new machine, the num- 
ber will be cut to 300 and it is estimated that most of 
the 450 employes replaced by the machine will find 
other government jobs. 


now 


( The italics are ours—Ed. ) 
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PRO-BANTHINE® IN DUODENAL ULCER 


A‘ ; 

4 


Cross section of active duodenal ulcer. —_ Ss 


Dramatic Remission of Ulcer Pain 


Pain of ulcer is associated with 
hypermotility; the pain is relieved when abnormal 
motility is controlled by Pro-Banthine. 


“Th studying! the mechanism of ulcer pain, it is 
obvious that there are at least two factors which 
must be considered: namely, hydrochloric acid 
and motility. 

“*.,. our studies indicate that ulcer pain in the 
uncomplicated case is invariably associated with 
abnormal motility. ... 

“Prompt relief of ulcer pain by ganglionic 
blocking agents . . . coincided exactly with cessa- 
tion of abnormal motility and relaxation of the 
stomach.” 

Pro-Banthine Bromide (8-diisopropylamino- 
ethyl xanthene-9-carboxylate methobromide, 
brand of propantheline bromide) is a new, im- 
proved, well tolerated anticholinergic agent which 
consistently reduces hypermotility of the stomach 
and intestinal tract. In peptic ulcer therapy? 
Pro-Banthine has brought about dramatic remis- 
sions, based on roentgenologic evidence. Con- 
currently there is a reduction of pain, or in many 
instances, the pain and discomfort disappear 
early in the program of therapy. 


One of the typical cases cited by the authors? 
is that of a male patient who refused surgery 
despite the presence of a huge crater in the duo- 
denal bulb. 


“This ulcer crater was unusually large, yet on 
30 mg. doses of Pro-Banthine [q.i.d.] his symp- 
toms were relieved in 48 hours and a most dra- 
matic diminution in the size of the crater was 
evident within 12 days.” 

Pro-Banthine is proving equally effective in the 
relief of hypermotility of the large and small 
bowel, certain forms of pylorospasm, pancreatitis 
and ureteral and bladder spasm. G. D. Searle & 
Co., Research in the Service of Medicine. 


1. Ruffin, J. M.; Baylin, G. J.; Legerton, C. W., Jr., and 
Texter, E. C., Jr.: Mechanism of Pain in Peptic Ulcer, 
Gastroenterology 23:252 (Feb.) 1953. 


2. Schwartz, I. R.; Lehman, E.; Ostrove, R., and Seibel, 
J. M.: A Clinical Evaluation of a New Anticholinergic 
Drug, Pro-Banthine, Gastroenterology 25:416 (Nov.) 
1953. 
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SOUTH CAROLINLANA 


Erythromycin in the Treatment of Diphthe- 
ria and Diphtheria Carrier State. M. W. Beach, 
W. B. Gamble, Jr., C. H. Zemp, Jr. and Mar- 
garet Jenkins (Pediatrics 16:335-344, Sept. 
1955) 

Diphtheria antitoxin is strikingly effective in 
neutralizing the exotoxin elaborated by Coryne- 
bacterium diphtheriae. However, toxin continues to 
be produced until the bacteria cease to multiply. An 
effective agent which will rapidly eliminate the or- 
ganisms from the nose and throat is greatly to be 
desired. 

The bacteria persist in the throat an average of 33 
days in patients treated with antitoxin alone. Peni- 
cillin eradicates C. diphtheriae from the nasopharynx 
in 75 percent of patients within a period of 3 to 4 
days. Chlortetracycline, chloramphenical, and oxy- 
tetracycline, although active against the causative 
organisms, have not had sufficient clinical trial to per- 
mit evaluation in the control of diphtheria and the 
carrier state. 


GENERAL SURGEON desires association or 
solo practice in city with available hospital 
facilities. Board eligible, 34, Category IV, 
university trained including subspecialties. 
Available July 1956. For information write 
Advertising Manager, S. C. Medical Associa- 
tion, Florence, S. C. 


UNBELIEVABLE, BUT TRUE. High School sen- 
iors of 86 schools scattered across the nation were 
surveyed by the Opinion Research Corporation on 
their attitude towards the free enterprise system. 
Here are some of the results: 

1. 82% 


ness. 


do not believe there is competition in busi- 


to 


. 60% said owners get too much of the profits. 

3. 76% said owners get most of the gains from new 
machinery. 

4. 55% support the Communist theory “from each 
according to ability, to each according to needs.” 

5. 61% reject the private incentive as a need to the 
survival of our economic system. 

6. 60% said a worker should not produce all he 

can. 


(Insurance Economics Surveys, September 1955) 


37 year old S. C. graduate finishing Ob-Gyn 
residency in June 1955 wishes association with 
board Ob-Gyn man. Contact Dr. A. C. Smith, 
Jr., Bethesda Hospital, Cincinnati 6, Ohio. 
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In this study erythromycin was employed in treating 
43 active cases of diphtheria and 5 patients classified 
as carriers. All diagnoses were confirmed by careful 
bacteriological studies and no case had received pre- 
vious anti-bacterial treatment within a period of 2 to 
3 weeks. The average dosage of erythromycin em- 
ployed was 40 mg/kg /day for an average of 10 days. 
Antitoxin was also employed in the active cases with 
dosage ranging from 20,000 to 40,000 units intra- 
muscularly. 

In this series erythromycin eradicated the C. diph- 
theriae from the nose and throat in all of the cases in 
an average of 2 days in the active cases and in an 
average of 3 days in the carrier state. 

In the treatment of diphtheria, erythromycin ap- 
pears on the basis of the present and of previous 
studies to be the most promising antibiotic developed 
to date. It is advocated as an adjunct to and not as a 
substitute for antitoxin in the treatment of acute diph- 
theria. 
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A MODERN PSYCHIATRIC HOSPITAL 


for the treatment of psychosomatic, neurotic and psychotic disorders and 
selected cases of alcoholism and drug addiction. 


Psychotherapy, analytic or directive, individually or group oriented; 
electro-shock therapy ; carbon dioxide inhalation; occupational therapy; medi- 


eal and nursing regimens are carefully adapted to each patient’s needs. 


Two resident physicians, a staff of consultants, and a limited number of 


patients insure intensive and individualized treatment. 


THE PINEBLUFF SANITARIUM 
Pinebluff, North Carolina 


Loeated in a 60-acre park of long leaf pines on U. S. Route 1, 
6 miles south of Pinehurst and Southern Pines. 


Malcolm D. Kemp, M. D., F.A.P.A., Medical Director Phone Pinebluff 61 
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When little patients balk at scary, 
disquieting examinations (before you’ve 


begun) .. 


When they’re frightened and tense (and 
growing more fearful by the minute) ... 


When they need prompt sedation (and 


the oral route isn’t feasible) . . . try 


 NEMBUTAL 
Sodium 


With short-acting NempuTaL, the dosage *_ 
required is small and the margin of safety \.~ 
is wide. And—since the drug is quickly . 
and completely destroyed in the body— 
there is little tendency toward morning-after 
hangover. Keep a supply of all four sizes 
of NEMBUTAL suppositories on hand. Be 
ready for the frightened ones 

before their fears begin. 


. 
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Suppositories 


® Pentobarbital Sodium, Abbott 
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for prescribing 


Hydrochlorid4 
Tetracycline HCl 


For nearly two years, ACHROMYCIN has been in daily use. 
Thousands of practicing physicians in every field have 
substantiated its advantages, and the confirmations mount 
every day. 


In any of its many dosage forms, ACHROMYCIN has proved 
to be well tolerated by patients of every age. It provides true 
broad-spectrum activity, rapid diffusion, and prompt 

control of a wide variety of infections caused by Gram- 
negative and Gram-positive bacteria, rickettsia, and certain 
viruses and protozoa. 


ACHROMYCIN—an antibiotic of choice, produced under rigid 
controls in Lederle’s own laboratories. 


LEDERLE LABORATORIES DIVISION amenscav Gyanamid comrany PEARL RIVER, NEW YORK Lederle federle } 
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HIGHLAND HOSPITAL, INC. 


FOUNDED IN 1904 
ASHEVILLE, NORTH CAROLINA 


Affiliated with Duke University. 


A non-profit psychiatric institution, 
offering modern diagnostic and treatment 
procedures — insulin, electroshock, psy- 
chotherapy, occupational and recreational 
therapy — for nervous and mental dis- 
orders. 


The Hospital is located in a 75 acre 
park, amid the scenic beauties of the 
Smoky Mountain Range of Western 
North Carolina, affording exceptional op- 
portunity for physical and nervous re- 
habilitation. 


The OUT-PATIENT CLINIC offers 
diagnostic services and therapeutic treat- 
ment for selected cases desiring non- 
resident care. 


R. Charman Carroll, M.D., Diplomate 
in Psychiatry. — Medical Director. 


Robt. L. Craig, M. D., Diplomate in 
Neurology & Psychiatry, Associate Medi- 
eal Director. 


YOU CAN’T SLEEP INCORRECTLY ON IT! 


AVOID THE ‘'SLUMBER-SAG"”’ 
MATTRESS! It promises to ‘“‘con- 
form’”’ to your body but merely lets ; 
you down into an 8-hour slumber- — 


® 
sag with vital muscles strained all Postu r epedic 


night long! 


AVOID THE [— with COMFORT-GARD 


MATTRESS! It claims “‘firmness’’ 
but is really only “hardened up’’.. . 
aggravates and distorts your body 
so you can’t relax! 


CHOOSE SEALY POSTURE-PERFECT 
SLEEP! Exclusive Sealy Comfort- 
Gard automatically adjusts your 
body to comfortably-correct sleeping 
posture! . . . Proves Sleeping on a 
Sealy Is Like Sleeping on a Cloud! 


® Automatically adjusts your body to com- 
fortably-correct sleeping posture! 


@ Button-free top! ... No Buttons, No Bumps, 
No Lumps! 


@ Life-line construction! . . . No shifting of 
mattress padding! 7 


@ Designed in cooperation with leading 
Orthopedic surgeons, so you can't sicep 
incorrectly! COPYRIGHT SEALY, INC. 1955 


PROFESSIONAL DISCOUNT Sealy Mattress Co. + 666 Loke Shore Drive * Chicago, lll 


Gentlemen: Please send me without charge: 
Copies of “The Orthopedic Surgeon Looks at Your Bedding” 
___ J Copies of “The Effect of Bedding on Posture, Health, Appec ance 
and Sleeping Comfort.” 
Free Information on Professional Discount. 


To acquaint physicians everywhere with the exclusive features of 
this mattress, Sealy offers a special discount on the purchase of the 
Sealy Posturepedic for the doctor’s personal use only. Now doctors 
may discover for themselves, AT SUBSTANTIAL SAVINGS the luxu- 


rious comfort of a Sealy Posturepedic. NAME — 
SEALY HAS FREE REPRINTS of the booklets named in the coupon | ADDRESS _ 


and will be happy to forward quantities for use in your office. city —— —_— — 
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Chicago, Ill. 


, Appeo 


*T.M. 


- 4-5 times as potent as cortisone 
ie or hydrocortisone, mg. for mg. 


METICORTELONE resembles METICORTEN in antirheumatic, anti- 
inflammatory and antiallergic effectiveness.'"! The availability of 
these new stercids, first discovered and introduced by Schering, pro- 
vides the physician with two valuable agents of approximately equal 
effectiveness in cortical hormone therapy. 


Bibliography: (1) Bunim, J. J.; Pechet, M. M., and Bollet, A. J.: J.A.M.A. 157:311, 1955. 
(2) Waine, H.: Bull. Rheumat. Dis. 5:81, 1955. (3) Tolksdorf, S., and Perlman, P: Fed. 
Proc. 14:377, 1955. (4) Herzog, H. L., and others: Science /2]:176, 1955. (5) Bunim, J. J.; 
Black, R. L.; Bollet, A. J., and Pechet, M. M.: Ann. New York Acad. _Sc. 61:358, 1955. 
(6) Henderson, E.: New developments in steroid therapy of rh ic 

at New Jersey State Medical Society Meeting, Atlantic City, New Jersey, ro 17- 20, 1955. 
(7) Boland, E. W.: California Med. 82:65, 1955; abs., Curr. M. Digest 22:53, 1955. (8) King, 
J. H., and Weimer, J. R.: A.M.A. Arch. Ophth. 54:46, 1955. (9) Criep, L. H.: Prednisolone 
and prednisone in the treatment of allergic diseases, to be published. (10) Sternberg, T. H., 
and Newcomer, V. D.: Am. Pract. & Digest Treat. 6:1102, 1955. (11) Gordon, D. M.: Pred- 
nisone and prednisolone in ocular disease, to be published. 


METICORTELONE,* brand of prednisolone, Schering. 
MeticorTEN,* brand of prednisone, Schering. 
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@rnadnaks Sanatoriwn 


MORGANTON, N. C. 


A private Hospital for the treatment of Nervous and Mental Diseases, 
Inebriety and Drug Habits. A home for selected Chronic Cases. 


JAMES W. VERNON, M.D., Supt. and Resident Physician 


E. H. E. TAYLOR, M.D., Med. Director and Resident Physician 
J.T. VERNON, M.D., Resident Physician 


Patients on “Premarin” 


therapy experience prompt 
relief of menopausal symptoms 


and a highly gratifying 
“sense of well-being.” 


“Premarin” , —Conjugated Estrogens (equine) 
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KARO 
SYRUP 


...a@ carbohydrate of choice 
in milk modification for 3 generations 


OPTIMUM caloric balance—60% of caloric 
intake, gradually achieved in easily 
assimilable carbohydrates—is assured with 
Karo. Milk alone provides 28%, or less than 
half the required carbohydrate intake. 


A MISCIBLE liquid, Karo is quickly dissolved, 
easy to use, readily available and inexpensive. 


A BALANCED mixture of dextrins, maltose 
and dextrose, Karo is well tolerated, easily 
digested, gradually absorbed at spaced 
intervals and completely utilized. 


PRECLUDES fermentation and irritation. 

Produces no reactions, hypoallergenic. 
Bacteria-free Karo is safe for feeding prematures, 
newborns, and infants—well and sick 


LIGHT and dark Karo are interchangeable in 
formulas; both yield 60 calories per tablespoon. 


CORN PRODUCTS REFINING COMPANY 
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All of them are 
included in 

the more than 
30 organisms 
susceptible to 
broad-spectrum 


MICROGRAPHS 


PAN MYCIN: 


“TRADEMARK, REG. U.S. PAT. OF F.—THE UPJOHN BRAND OF TETRACYCLINE 
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organisms commonly involved in 
Pneumonia 
3 D. pneumoniae(10,000X) K. pneumoniae (6,500X) 
Strep. pyogenes (8,500X) 
: 
hn | 
ELECTRON 
—— Staph. aureus (9,000X) 
- 
mg. and 250 mg. capsules + 125 mg. and 250 mg. tsp. 
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Getting enough high-quality protein in 
your patient’s diet doesn’t require an unlimited 
budget. Meat, of course, is an outstanding 
source, but it can easily be reinforced with 
other protein foods. 


Mix a protein bonus in the main dishes— 


Your patient can add skim milk powder along with 
the seasonings in meat loaf—then hide hard-cooked 
eggs inside for a bright-eyed surprise. 

A fluffy omelet folded over penny-sliced frankfurters, 
ground cooked meat, flaked figh or cheese is both 
tempting and economical. 


And a green salad topped generously with shoestrings 
of meat and cheese carries its weight in protein. 


Then add more to the rest of the meal— 


Cottage cheese is happily versatile. It tops any salad— 
fruit, vegetable, flaked fish. Makes a pleasing spread, too, 
especially on dark breads. Thinned with milk and mixed 
with chili sauce, it’s a zesty salad dressing. Or a good 
amount can be whipped into mashed potatoes. 


An egg white whipped into fruit juice makes a frothy 
flip. Or you might suggest gelatin instead. 
And a fruit-cheese dessert is a gourmet’s delight. 


Pears go with blue cheese, apples with Camembert, 
orange sections with cream or cottage cheese. 


Of course, not all protein foods supply all the 
amino acids. But with sufficient variety, the diet is 
likely to supply all the essential ones, and at the 
same time assure adequate amounts of the vitamins 
necessary for proper protein metabolism, 


United States Brewers Foundation 
Beer—America's Beverage of Moderation 
Protein 0.8 Gm. Calories 104/8 oz. glass (AVERAGE OF AMERICAN BEERS) 


If you‘d like reprints of 12 different diets, please write United States Brewers Foundation, 535 Fifth Avenue, New York 17, N.Y. 
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in tissue wasting 


Oral: 10 and 25 mg. Buccal: 10 mg. 
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(ERYTHROMYCIN, LILLY) 


‘Ilotycin’ kills susceptible pathogens of the 
respiratory tract. Therefore, the response is de- 
aisive and quick. Bacterjal complications such 
as otitis media, chronic tonsillitis, and pyelitis 
are less likely to occur. 


Most pathogens of the respiratory tract 
are rapidly destroyed. Yet, because the coli- 
form bacilli are highly insensitive, the bacterial 
balance of the intestine is seldom disturbed. 


‘llotycin’ is notably safe and well toler- 
ated. Urticaria, hives, and anaphylactic reac- 


ELI LILLY AND COMPANY -« 


Over 96% of all acute bacterial 
respiratory infections 
respond readily 


tions have not been reported in the literature. 
Staphylococcus enteritis, avitaminosis, and 
moniliasis have not been encountered. 
Gastro-intestinal hypermotility is not ob- 
served in bed patients and is seen in only a small 
percentage of ambulant patients. 
Available as specially coated tablets, pedi- 
atric suspensions, I.V. and I.M. ampoules. 


Gitty 


QUALITY /RESEARCH / INTEGRITY 


INDIANAPOLIS 6, INDIANA, U.S.A. 
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CUSTOM ORTHOPEDIC SHOES 


* Deformity—Shortage appliances a specialty 
* Built to prescription 

* Individual lasts carved for each patient 

* Arch supports * Orthopedic Modifications 


LINENKOHL ORTHOPEDIC SHOE SERVICE 


SUCCESSOR TO 
MINOR SHOE COMPANY 
719 PONCE DE LEON COURT PHONE—EL. 6880 
ATLANTA, GEORGIA 


NEUROLOGY INSTITUTE 


For Diagnosis and Treatment of Nervous and 
Mental Disorders, Alcoholism and Drug 


Habituation 
Founded 1927 by Charles A. Reed } 
Member of American Hospital Association 
7 Florida Hospital Association American Psychiatric Hospital Institute 
Z Miami Sanatorium Serves all Florida and the Federal Agencies 


Information on Request 
NORTH MIAMI AVENUE AT 79TH STREET Phone: 7-1824 
Miami, Florida 84-5384 
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AN IDEAL XMAS GIFT 


Favored By Students At 65 Of The 74 U. S. 
Medical Schools 


In most medical schools, students are re- 
quired to purchase their own otoscope- 
ophthalmoscope diagnostic sets. In 1954, 
Welch Allyn instruments were purchased by 
a great majority of students at 65 out of the 
74 U. S. medical colleges and at 9 out of the 
11 Canadian medical colleges. 


Since Welch Allyn sets cost somewhat 
more than competitive brands, it seems ob- 
vious that this choice was made on a basis 
of quality alone. We believe that you who 
are established in the profession of medicine 
will be glad to know that our young doctors 
are starting right, with instruments that will 
provide accurate diagnosis with minimum 
effort, plus assurance of long and trouble-free 
instrument life. 


Replace those old worn out sets with NEW 
WELCH ALLYN, one for the OFFICE and 
one for the CAR. 


CAROLINAS HOUSE OF SERVICE 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co 
East 7th St. Tel. 2-4109 Charlotte NC. 421 W Smith St Tel. 5656 Greensboro NC 
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Foot-so-Port 
Shoe Construction 
and its Relation 
to Weight 
Distribution 


@ Insole extension and 

of heel where support is most needed. 

®@ Special Supreme rubber heels are longer than 
most anatomic heels and maintain the appearance 
of normal shoes. 

@ The patented arch support construction is guaran- 
teed not to break down. 

@ Innersoles are guaranteed not to crack, curl, or 
collapse. Insulated by a special layer of Texon which 
also cushions firmly and uniformly. 

@ Foot-so-Port lasts were designed and the shoe con- 
struction engineered with orthopedic advice. shade 
NOW AVAILABLE! Men’s conductive shoes. 


N.B.F.U. specifications. For surgeons and operating “Well, I just had my conscience removed!” 
room personnel. 


@ By a special process, using plastic positive casts 
of feet, we make more custom shoes for polio, club 
feet and all types of abnormal feet than any other 
manufacturer. 
Write for details or contact your local FOOT-$O-PORT 
Shoe Agency. Refer to your Classified Directory 


Foot-so-Port Shoe Company, Oconomowoc, Wis. 
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WAVERLEY SANITARIUM, INC. 


(FOUNDED IN 1914 BY DR. AND MRS. J. W. BABCOCK;) 


HOSPITAL CARE AND TREATMENT OF NERVOUS AND MENTAL DISORDERS 
ADMISSIONS LIMITED TO WHITE WOMEN 
SPECIALIZING IN SHOCK THERAPY 
INCLUDES OUT-PATIENT DEPARTMENT FOR BOTH SEXES 


Dr. CHAPMAN J. MILLING. MEDICAL DIRECTOR 
Dr. JAMES B. GALLOWAY. SENIOR ASSISTANT PHYSICIAN 


FOR RESERVATION CALL 2641 FOREST DRIVE 
SUPERINTENDENT 2-4273 COLUMBIA, S. C. 
FIRE SPRINKLER SYSTEM THROUGHOUT HOSPITAL. 


POWERS AND ANDERSON 


Wholesale Physicians, Surgeons, 
and Hospital Supplies 


PHONE: 4-1639 PHONE: 2-0078 
1318 TAYLOR STREET 3 LUCAS STREET 
COLUMBIA CHARLESTON 
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for Comfort and Economy 


Even with economy in mind, 
the Orderpedic 
Orderest is your 
best recommendation 
for patients with 
back trouble. 


Recommended quality felt mat- 
tresses range from $49.50 up, 
with a life expectancy of two 
to three years of proper sup- 
port. The Order- 
pedic Orderest is 
priced at only 
$69.50 . . . and 
is fully guar- 
anteed in writing for ten 
years. 


GUAMANTEE 


Comparing this on a per night 
basis . .. the Orderpedic 
becomes the far more economi- 
cal. 


Even if the back ailment is 
felt to be temporary, and the 
mattress soon discarded, 
firmer support may 
be needed after the 
"mattress on a board" 
days . .. Then, too, 
when you recommend 
an Orderpedic—neither 
you nor your patient 
take any chances. The Order- 
pedic is available on a 30 
day free test. Should the 
mattress not be what the pa- 
tient needs, he is under no 
obligation to buy. 


The recent development of the 
Orderpedic Orderest offers 
, firm support for back 
conditions yet, relax- 
ing comfort and rest- 
1 ful sleep for most 
everyone.- 


This fact also gives considera- 
tion to the husband or wife 

having to share the treatment 
of a firmer sleeping support. 


All the claims 
y “of finest qual- 
Good Housekeeping ity of an 
as Orderest are 
tested and guaranteed by the 
Good Housekeeping seal of ap- 
proval. And to take the econ- 
omy measure one step further 
e + e the Orderest mattress 
can be used in any room or 
any bed long after the felt 
mattress or board has been 
discarded. Many 
people, with no 
back condition at 
all, actually 
prefer a firmer 
mattress and buy Orderpedic 
Orderest for it's innerspring 
comfort. 


Recommend Orderpedic Orderest 
e with con- 
Orderpedic zizence. . . 


tients will 

find them on 
display at their favorite 
furniture store. 


Manufactured by 


Orders Mattress Co., Inc. 
Greenville, S. C. 


( For additional information write for free folder on Orderpedic Orderest ) 
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WORLD INSURANCE COMPANY 
EXTENDS HOLIDAY GREETINGS TO 


Members of South Carolina Medical Association 


MERRY CHRISTMAS AND 


HAPPY NEW YEAR 


One of the oldest and largest companies of its kind 
in the world specializing in Professional Disability 
Income. Approved for members of the South Carolina 
Medical Association. 


\ 
WORLD INSURANCE COMPANY 


PROFESSIONAL DIVISION 
SOUTH CAROLINA STATE OFFICE 
1247 SUMTER STREET COLUMBIA, SOUTH CAROLINA 
* 
“In the insurance world . . 


. . It’s World Insurance” 


* 
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The VICEROY filter tip contains 
20,000 tiny filter traps, made through 
the solubilization of pure natural 
material. This is twice as many of 
these filter traps as any other brand. 


ONLY VICEROY GIVES YOU 


20000 


TWICE AS MANY OF 
THESE FILTER TRAPS AS 
ANY OTHER BRAND! 


Filter Tip 
CIGARETTES 
KING-SIZE 


We believe this simple fact is one 
of the principal reasons why so 
many doctors smoke and recommend 
VICEROY—the cigarette you can 
really depend on! 


ViceRoY 


- 


World's Most Popular Filter Tip Cigarette 
Only a Penny or Two More 
Than Cigarettes Without Filters 
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WACHTEL’S 
PHYSICIAN SUPPLY 
COMPANY 


WHOLESALE 
Physician and 


Hospital Supplies 


406-410 BULL ST. 


SAVANNAH, GA. 


FOR THE TREATMENT OF NERVOUS 
AND MENTAL DISEASES 
GROUNDS 600 ACRES 
Buildings Brick Fireproof - Comfortable 
Convenient - Site High and 
Healthful 


E. W. ALLEN, M. D., Department for Men 
H. D. ALLEN, M. D., Department for Women 
Terms Reasonable 
Established 1890 
MILLEDGEVILLE, GA. 
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Pads of directions sheets for patients avail- 
BURROUGHS WELLCIME & CO. (U.S. A.) INC. 
. Tuckahoe, New York 
: 
1 
4 


WE CORDIALLY INVITE YOUR INQUIRY 
for application for membership which affords 
protection against loss of income from accident 
and sickness (accidental death, too) as well as 
benefits for hospital expense for you and all 
your eligible dependents. 


SURGEONS © 
DENTISTS 


$4,500,000 ASSETS 
$22,500,000 PAID FOR BENEFITS 


“TABLETS OF ‘ANTEPAR? 


Results With 
‘the Emblems of RELIABLE PROTECTION. trials | 
ROUNDWORMS- | 
INC. 
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New Knox Food Exchange Chart 
Eliminates Calorie Counting 


To help your obese patients reduce and stay re- 
duced, Knox introduced this year a new dieting 
plan based on the use of nutritionally tested 
Food Exchanges.' The very heart of this new 
dietary is a “choice-of-foods diet list” chart 
which presents diets of 1200, 1600 and 1800 
calories. 

Each of these diets may be easily modified to 
meet special needs. However, the important 
points for your patients are that the use of this 
chart eliminates calorie counting, permits the 
patient a wide range of food choices and dispels 
that old empty feeling by allowing between-meal 
snacks, 

These advantages should make your manage- 
ment of difficult and average cases easier. If you 


would like a supply of the new Knox charts for 
your practice, just fill in the coupon below. 


1. Developed by the U. S. Public Health Service assisted by 
committees of The American Diabetes Association, Inc. and The 
American Dietetic Association, 


' Chas. B. Knox Gelatine Co., Inc. 

! Professional Service Dept. SJ-12 
Johnstown, N. Y. 

Please send me—_——copies of the new, color-coded 
“choice-of-foods diet list” chart. 


YOUR NAME AND ADDRESS: 
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when patients complain of itching, 
scaling, burning scalps—or 

when you spot these symptoms 

of seborrheic dermatitis— you can 
be sure of quick, lasting control 


when you prescribe 


SELSUN 


for your 


seborrheic 


dermatitis 


patients 


controls 81-87% of all seborrheic 
dermatitis, 92-95% of all dandruff 
cases. Once scaling is controlled, 
SELsuN keeps the scalp healthy for 


one to four weeks with simple, 


pleasant treatments. In 4-fluid- 


ounce bottles, available on 


prescription only. Abbott 


s06127 ® SELSUN Sulfide Suspension / Selenium Sulfide, Abbott 
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TBROOK 
NATORIUM Richmond, Virigina 


Established 1911 


“(@) ESTBROOK is located on an estate of 125 acres in 
the northern suburbs of Richmond on Route One. The 
modern buildings accommodate 150 patients, housing 
men and women separately. Several private cottages are 
| available, some of which are air-conditioned. 


STAFF 
Paut V. ANpersON, M. D. cA PRIVATE psychiatric hospital for the treatment of 
President 
— oe eT nervous and mental disorders and the problem of 
Medical Director addiction. 
Joun R. Saunvers, M. D. 
Associate The modern diagnostic and treatment procedures in- 
Tuomas F. Coates, M. D. clude electro-shock, insulin, psychotherapy, occupational 
Associate and recreational therapy. 
James K. HA tt, Jr., M. D. 
Associate WESTBROOK SANATORIUM 
P. O. Box 1514 — Ricumonp, Vircinta — Phone 5-3245 
R. H. Crytzer 
Administrator 


Brochure of Views and Literature Sent on Request 
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the latest addition 
to AMIA’s parade 


Of PR aids sure to make a bit with your patients by providing written answers 
to many questions about their medical care. 


AMA now offers you its newest publication designed as a PR 
adjunct to your medical practice. TO ALL MY PATIENTS is just 
one of several public relations pieces recently developed by 
AMA to help you and your patients achieve that mutual under- 
standing so important to a successful doctor-patient relation- 
ship. This attractive 12-page pamphlet—which was mailed to all 
AMA members—briefly describes the responsibilities of various 


— persons on the medical team . . . discusses medical and hospital 
fees and health insurance . . . and encourages a friendly discus- 
TO PATIENTS sion of medical services and fees. 


TO ALL MY PATIENTS begins: ‘‘I appreciate the confidence you 
have expressed in me by selecting me as your physician. I sin- 
cerely hope that I can give you and your family the kind of 
medical service you desire. . .”” 


TO ALL MY PATIENTS concludes: “‘It is difficult for a physician 
briefly to explain every service necessary in providing good care 
because each case is different. I sincerely hope this leaflet 


a companion PR aid will give you a better understanding of some of the services 

TO ALL MY PATIENTS plaque for display in the you may require. . .” 
office or reception room . . . encourages patients to For that added personal touch, space has been provided on the 
ask questions about medical services or fees . . . back cover for you to imprint or stamp your name. Quantities 
available from AMA for one dollar postpaid. of TO ALL MY PATIENTS may be secured free of charge from the 
Send in the coupon today! American Medical Association by sending in the coupon below. 


Public Relations Department 


AMERICAN MEDICAL ASSOCIATION 
535 North Dearborn Street + Chicago 10, Illinois 


oto as Send me __TO ALL MY PATIENTS pamphlets 
. ORDER . 
membership _ Also send___-__office plaques at $1.00 each 
service Now 
: NAME______ 
( please print) 
STATE 
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Each HYOTAB tablet or 5 cc Elixir contains: 


Hyoscyamine Hydrobromide . . . . 
Hyoscine Hydrobromide .... . . 
Phenobarbital.............16.0 Mg. 


. 0.1037 Mg. 
- 0.0065 Mg. 
- 0.0194 Mg. 


Wm. Ray Griffin, Jr., M. D. 
Robert A. Griffin, M. D. 


APPALACHIAN HALL 
ESTABLISHED — 1916 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, drug and 
alcohol habituation. 
Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete laboratory 
facilities including electroencephalography and X-Ray. 

Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around climate for 
health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


Mark A. Griffin, Sr., M. D. 
Mark A. Griffin, Jr., M. D. 


For rates and further information write 
APPALACHIAN HALL, ASHEVILLE, N. C. 


~ Safe, anti-spasmodic sedation AS 
for the Psychogenic Patient 
a> | ini 
samples and literature upon request AS) 
q CAMBRIDGE PHARMACEUTICALS, GREENVILLE, S. C. a 
? < 
we 
ASHEVILLE NORTH CAROLINA 


Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Cross Hospital is under the direction of a compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 


Atianta, Georgia 
Hospital 
Located at 301 Boule- 
vard, N.E.—an institution 
that has gained the inter- 
est, respect and good will 
of business and profes- 
sional men and women 

throughout the South. 


For information phone or write for booklet 


Rates Reasonable 


WHITE CROSS HOSPITAL 


301 Boulevard, N. E., Atlanta, Georgia 
Phone Walnut 7042 


Copyright 1955 H. N. Alford, Atlanta, Ga. 
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BRAWNER’S SANITARIUM 
ESTABLISHED 1910 
SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF 
PSYCHIATRIC ILLNESSES AND 
PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and Occupational Therapy 
Modern Facilities 


Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 


Jas. N. Brawner, M. D. Jas. N. Brawner, Jr., M. D. Albert F. Brawner, M. D. 
Medical Director Assistant Director and Resident Superintendent 
Superintendent 
P. O. Box 218 Phone 5-4486 


Time out for 
refreshment 


DRINK 


REG. US. PAT. OFF. 


AS Relax the best way 
... pause for Coke 
= 
=. 


The name 


Winthrop-Stearns Inc. 
has been changed to 


LABORATORIES INC. 
Only the name is changed—nothing else. 
This new name better indicates the nature 


of our operations which is to supply 
high quality therapeutic and diagnostic pharmaceuticals 


Trademarks reg. U.S. Pat. Off. 


“Ss, MANUFACTURERS OF THE FOLLOWING DIAGNOSTIC AND THERAPEUTIC AGENTS gt? 
ARALEN® PHOSPHATE ISUPREL® HYDROCHLORIDE 
AVERTIN® WITH AMYLENE HYDRATE LEVOPHED® BITARTRATE 
CREAMALIN® MEBARAL® 
DEMEROL® HYDROCHLORIDE MILIBIS® 
DIODRAST® NEO-SYNEPHRINE® HYDROCHLORIDE 

DIODRAST® 70%, pHisoHex® 

fs DIODRAST® COMPOUND SOLUTION PONTOCAINE® HYDROCHLORIDE 

~ DRISDOL® IN PROPYLENE GLYCOL SALYRGAN®-THEOPHYLLINE 

ty DRISDOL® WITH VITAMIN A DISPERSIBLE TELEPAQUE® 

¥ EVIPAL® SODIUM ZEPHIRAN® CHLORIDE 

a HYPAQUE® SODIUM and many others 
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confirmed 


In. the isolated 


200. to 300 per cent— 
 solids2 


A 

confirmed 
in practice 

“true hydrocholeresis’ - 

—amarked increase 


both in'volume and 
fluidity of the bile”? 


AMES COMPANY, INC + 


THERAPEUTIC BILE 
for patients with liver and gallbladder disorders 


in the laboratory 


liver (rat), Aydrocholer- 
esis with Decholin So- _ 
dium incréases bile flow _ 


with no increase in total — 


“Since bile of this nature and in this large output can 


(A) Hydrocholeresis: 
Bile capillaries (rabbit 
liver) are filled with di- 
lute bile 15 minutes after 


icv. injection of sodium 
dehydrocholate. 
(B) Untreated control. 


flush out even the smaller and more tortuous biliary 
radicles, hydrocholeresis [with Decholin and Decholin 
Sodium] aids in removal of inspissated material and 
combats infection.” 


Decholin®— Decholin Sodium® 


Decholin Tablets (dehydrocholic acid, Ames) 3% gr. 
(0.25 Gm.). Decholin Sodium (sodium dehydrocholate, Ames) 
20% aqueous solution; ampuls:of 3 cc., 5 cc. and 10 cc. 


(1) Clara, M.: Med. Monatsschr. 7:356, 1953. (2) Brauer, R. W., and 


Pessotti, R. L.: Science 1/5:142, 1952. (3) Schwimmer, D.; Boyd, 
L. J., and Rubin, S. H.: Bull. New York M. Coll. 16:102, 1953. 
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ELKHART, INDIANA Ames Company of Canada, Ltd., Toronto 
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AGAR WELL METHOD 


to CHLOROMYCETIN and Four Other Major Antiggted b: 
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Chloromycetir 


for todays problem pathogen: 


The increasing incidence of infections due to antibioti 
resistant staphylococci poses a major clinical problem.' 
This is true even when recently introduced antibioti 
agents are employed.?** Recent laboratory investig: 
tions, however, show that development of staphylocox 
cic resistance to CHLOROMYCETIN (chloramphenico 
Parke-Davis) is seldom encountered,*** In fac 
CHLOROMYCETIN ~“...is being used increasingly i 
staphylococcic infections resistant to other antibiotics.’ 


CHLOROMYCETIN is a potent therapeutic agent and, becaus 
certain blood dyscrasias have been associated with its admini 
tration, it should not be used indiscriminately or for minor infe 
tions. Furthermore, as with certain other drugs, adequate bloc 
studies should be made when the patient requires prolonged ¢ 
intermittent therapy. 


References: (1) Spink, W. W.: Arch. Int. Med. 94:167, 1954. (2) Fi 
land, M.: J.A.M.A. 158:188, 1955. (3) Tebrock, H. E., & Young, W. N 
New York J. Med. 55:1159, 1955. (4) LeMaistre, C.: M. Clin. Nor 
America 39:899, 1955. (5) Kagan, B. M.: J.M.A. Georgia 44:210, 195 
(6) Branch, A.; Starkey, D. H.; Rodgers, K. C., & Power, E. E., 

Welch, H., & Marti-Ibafiez, FE: Antibiotics Annual, 1954-1955, Ne 
York, Medical Encyclopedia, Inc., 1955, p. 1125. (7) Kutscher, A. I 
Seguin, L.; Lewis, S.; Piro, J. D.; Zegarelli, E. V.; Rankow, R., & Sega 
R.: Antibiotics & Chemother. 4:1023, 1954. (8) Weil, A. J., & Stemp« 
B.: Antibiotic Med. 1:319, 1955. (9) Jones, C. PR; Carter, B.; Thom: 
W. L., & Creadick, R. N.: Obst. & Gynec. 5:365, 1955. 
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Yi for strong, sturdy, solid growth 


Lactum 


NUTRITIONALLY SOUND FORMULA FOR INFANTS 


Lactum®-fed babies get all the proved benefits of a 
cow’s milk and Dextri-Maltose® formula. Mothers 
appreciate the convenience and simplicity of this 
ready-prepared formula. Physicians are assured the 


important protein margin of safety for sturdy growth. 


Lactum-fed babies are typically sturdy babies because Lactum 


supplies ample protein for sound growth and development. 


The generous protein intake of babies fed milk and 
carbohydrate formulas such as Lactum promotes the formation 
of muscle mass. It also provides for good tissue turgor 

and excellent motor development.! 


(1) Jeans, P. C., in A. M. A. Handbook of Nutrition, 
ed. 2, Philadelphia, Blakiston, 1951, pp. 275-278. 
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EAD] SYMBOL OF SERVICE TO THE PHYSICIAN 


MEAD JOHNSON & COMPANY +: EVANSVILLE, INDIANA, U.S.A. 
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